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syphilotherapy 


“Therefore, more than in any other disease, it is neces- 
sary in the treatment of an individual patient with 
syphilis to follow a therapeutic regimen which, after 
long-term study in large series of patients, has been 
» . established as satisfactory for the particular type of 
syphilis under consideration.”* 
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NEWS 








Frank R. Ferlaino, M.D. 


R. FRANK R. FERLAINO, Medical 

Director of the New York Ex- 
ecutive offices of General Motors, 
has been appointed Chairman of 
the newly-formed Advisory Board 
of nine physicians, created by the 
1948 Legislature of New York 
to prepare stricter standards for 
the physical examination of box- 
ers and wrestlers. DR. FERLAINO 
is a graduate of Johns Hopkins 
Medical School, is an Attending 
Physician at the New York Post- 
Graduate Medical School and 
Hospital, has specialized in the 
relation of trauma to disease in 
industry, and is Secretary for 
the Council on Post-Graduate 
Education of the American Col- 
lege of Chest Physicians. He re- 
ceived his bachelor and master 
of science degrees at Princeton 
where he was All-American La- 
crosse goal-keeper, and boxer and 
wrestler. The Advisory Board 
will prepare and submit to the 
State Boxing Commission regu- 
lations intended to reduce the oc- 
cupational hazards of ring com- 
petition. Eleven deaths in the 
ring in 1946, nine during 1947, 
and a dozen or more in 1948 have 
made it necessary that precau- 
tionary measures be _ instituted. 
It is believed that the number of 
such fatalities can be greatly re- 
duced if not entirely eliminated 
by periodic examinations of all 
boxers, with chest and_ skull 
x-rays, electrocardiographs, urin- 
alyses and Wassermanns. _In- 
jured boxers and those who have 
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11338 Punchbowl, 
Honolulu, T. 
ponent at of the American 
Aesodintion of Industrial Physicians and 
Surgeons. 














INDUSTRIAL MEDICINE 


been knocked out in competition 
will probably be referred to near- 
by hospitals for study and x-rays 
and a_ complete neurological 
check-up. The Board will recom- 
mend names of qualified phy- 
sicians to act as examiners, and 
will establish schedules of fees. 
Under the new law, every boxing 
or sparring match or exhibition 
must have in attendance a phy- 
sician designated by the Com- 
mission. 


R. CECIL A. Z. SHARP, St. Louis 

County Health Commissioner, 
has resigned to join the staff of 
the United Mine Workers of 
America. He will become region- 
al director of the union’s new 
health and _ hospital program, 
with headquarters at St. Louis 
DR. SHARP will also quit his post at 
the Washington University Med- 
ical School, where he has been 
assistant professor of public 
health and preventive medicine. 


AJOR EDWARD J. DEHNE has 

been awarded a decoration 
and diploma nominating him an 
officer in the Order of Leopold II 
by the Belgian government ip 
recognition of his wartime ser- 
vices in the European Theater 
where, as a Public Health Spe- 
cialist, he supervised the re- 
establishment of health services 
for the civil population of terri- 
tories liberated by the U. S. Army 
in northwest Europe. MAJOR 
DEHNE is Chief of the Medicine 
Section, Army Industrial Hygiene 
Laboratory, which supervises the 
Army’s Industrial Health Pro- 
gram. Formerly LT. COLONEL DEH- 
NE, he was until November, 1947, 
Chief of the Preventive Medicine 
Section, Public Health and Wel- 
fare Branch, Office of Military 
Government for Germany (US). 
In that capacity he was one of 
a group of medical, sanitation, 
nursing, nutrition and _ public 
health experts stationed at the 
American military government 
headquarters in Berlin engaged 
in assisting and guiding German 
governmental and public health 
agencies in safeguarding the 
physical well-being of the German 
people during the critical post- 
war period. The Public Health 
Branch, in which he served, is a 
part of the Internal Affairs and 
Communications Division, which 
corresponds roughly to the US 
Department of the Interior. As 
Chief of the Preventive Medicine 
Section, he was concerned with 
raising and maintaining the gen- 
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Florida Association of Industrial 
and Railway Surgeons 
Officers 

President 
Freperick H. Bowen, M.D., 

2000 Park St., Jacksonville, Fla. 
Vice-President 
P. J. Manson, M.D., 

8037 N.E. 2nd Ave., Miami, 
Secretary-Treasurer 
JouN H. Mitcue.t, M.D., 

241 W. Ashley, Jacksonville, Fla. 

Directors 
M.D., K. A. Morris, 
Jacksonville, Fla 
L. J. Netto, M.D., 
Miami, Fla. West Palm Beach, Fla. 
Component Society of the American 
Association of Industrial Physicians and 
Surgeons. 


Fla. 


F. D. Gray, 
Orlando, Fla. 
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Pineville, Ky. 
Committee on Organization 
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J. C. Moore, M.D., Keen Mountain, Va. 
T. M. Perry, M.D., Jenkins, Ky. 
P. E. BLACKBERBY, M.D., Louisville, Ky. 
Cart A. Grote, M.D., Huntsville, Ala. 
C. N. Carraway, M.D., Birmingham, Ala. 
Component Society of the American 
Association of Industrial Physicians and 
Surgeons. 
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Officers 
Fevix Jansey, M.D., Chicago, 
President. 
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Vice-President. 
FrRaNK P. HAMMOND, 

Secretary-Treasurer. 

Board of Governors 

Terms to Expire 1951. 
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J. DANIEL WiLLems, M.D., Chicago. 
T. R. Hincuion, M.D., Chicago. 
CLARENCE W. HENNAN, M.D., Chicago. 
Terms to Expire 1950. 
Kar. G. Runostrom, M.D., Chicago. 
Georce W. Bour, M.D., Chicago. 
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S. H. Werzver, M.D., 
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Vice-President 
E._ston L. Be_xnap, M.D., 

231 W. Wisconsin Ave., "Milwaukee. 
Secretary-Treasurer 
Greorce H. HorrMann, M.D., 

7006 W. Greenfield Ave., Milwaukee. 

Board of Directors 

U. E. Gernarp, M.D., 

1332 S. 16th Street, Milwaukee. 
H. G. OaKLAaNb, M.D 

1651 N. 12th Street, Milwaukee. 
EpWARD QUICK, 

411 E. Mason St.. 
os Menican, M.D., 

1 W. Wisconsin. Ave., Milwaukee. 


Milwaukee. 
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how 


BUFFERIN 
provides 





1 faster pain relief with 





2 hetter gastric tolerance 





BUFFERIN,. the new Bristol-Myers antacid analgesic, gives quicker pain relief than aspirin 
because it is more rapidly absorbed into the blood stream. Only 10 minutes after taking 
BUFFERIN, blood salicylate levels are approximately 20% higher than 20 minutes after 
aspirin. 

BUFFERIN is better tolerated, particularly by patients who previously have experienced 
gastric distress from aspirin because each tablet combines 5 grains of acetylsalicylic acid 


with optimal proportions of magnesium carbonate and aluminum glycinate, effective antacid 
ingredients. 


INDICATIONS: —For the quick relief 
of simple headaches, neuralgias, dys- BUFFERIN 
menorrheas, muscular aches and pains, 

the discomfort of colds, and minor in- . lable f tient 
juries. Particularly useful when gastric ee ee eee 


hyperacidity contributes to the symp- in vials of 12 and 36 tablets 
tom picture. and in bottles of 100. 





BUFFERIN is a trade-mark of the BRISTOL-MYERS Company. 
A Product of BRISTOL-MYERS . 19 W. 50 St., New York 20, N. Y. 
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Officers 
President : 


RAYMOND B. Kepner, M. D., Chicago, Illinois 


Vice-Presidents : 


GLENN D. Wuitcoms, M. D., Omaha, Nebraska 
D. Ray Murpock, M.D., Greensburg, Pennsylvania 


Irwin ScHuLz, M.D., Milwaukee, Wisconsin 
Treasurer : 


THEODORE L. HANSEN, M.D., 139 West Van Buren 


Chicago 5, Wabash 3200, Ext. 220 
Secretary : 


Cuester C. Guy, M.D., 5800 Stony Island Avenue 


Chicago 37, Midway 3-9200 





Executive Board 


ARTHUR R. Metz, M.D., Chairman, Chicago, Illinois 
J. Roscor Miter, M.D., Chicago, Illinois 

Mitton B. CLayton, M.D., Washington, D. C. 
Rosert M. GRAHAM, M.D., Chicago, Illinois 
ALEXANDER M. W. Hursn, M.D., Philadelphia, Pa. 


Wiuam W. Leake, M.D., Chicago, Illinois 





61st Annual Meeting, June 30—July 2, 1949, at the Drake Hotel, Chicago 
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Aero Medical Association of the United 
States; Secretary: Dr. D. S. BRacH- 
MAN, 1016 Dime Bldg., Detroit 24. 


American Academy of Occupational 
Medicine; Secretary, James J. Car- 
LISLE, M.D., 650 Hillcrest, Westfield. 
N. J. 


American Association for the Advance- 
ment of Science, 1515 Massachusetts 
Ave. N.W. Washington, 6, D. C. 


American Association of Industrial Den- 
tists, 4604 South helsea Lane, Bethesda 
14, Maryland. V. J. Forney, D.D.S., 
Secretary-Treasurer. 

April 6-7, 1949; Detroit. 


American Association of Industrial 
Nurses, 654 Madison Ave., New York 
21, N. Y. Griapys L. DuNporg, R.N., 
Executive Secretary. 

April 5-9, 1949; Detroit. 


American Association of Industrial Phy- 
sicians & Surgeons, 28 East Jackson 
Blvd., Chicago 4, Ill. Epwarp C. Hotm- 
BLAD, M.D., Managing Director and 
Treasurer. 

Apri! 5-8, 1949; Detroit. 


American Association of Railway Sur- 
geons, 547 West Jackson Blvd., Chicago 
6, Tl. Cuester C. Guy, M.D., Secretary. 
June 30-July 2, Drake Hotel, Chicago. 


American Chemical Society, 1155 Six- 
teenth St. N.W., Washington 6, D. C. 
A. H. Emery, Secretary. 


American College of Physicians, 4200 
Pine St., Philadelphia 4, Pa. E. R. 
LOVELAND, Secretary. 


American College of Surgeons, 40 East 
Erie St., Chicago 11, IIL. 


American Conference of Governmental 
Industrial Hygienists, U. S. Public 
Health Service, Washington, D. C. 
J. J. Bioomrimp, Secy-Treas. 

April 2-5, 1949; Detroit. 


American Industrial Hygiene Association, 
4400 Fifth Ave., Pittsburgh 138, Pa. 
Henry F. Smytu, Jr., Executive Secy. 
Early April, 1949; Detroit. 


American Medical Association, Council 
on Industrial Health, 535 North Dear- 





eral level of health among the 
German people, with safeguard- 
ing their meat and other food 
sources; with their water supply 
and with all other factors which 
might pertain to epidemics. He 
developed general public health 
policies to be followed by Ger- 
man governmental agencies and 
by subordinate military govern- 
ment agencies. He also served as 
Chief Physician Consultant for 
German agencies for control of 
preventable diseases. For two 
years prior to October 19, 1943, 
he was Assistant Surgeon at Fort 
McDowell, California, San Fran- 
cisco Port of Embarkation. For 
the next two months he attended 
the Civil Affairs Training School 
at Western Reserve University, 
Cleveland, Ohio. He was assigned 
in January, 1944, to the Civil 
Affairs Center at Shrivenham, 
England, where he served until 
May, 1944. During the next four 
months he was Assistant Division 
Surgeon for the European Civil 
Affairs Division, and from then 
until August 31, 1945, was Ex- 
ecutive Officer of the European 
Civil Affairs Medical Group 
which was the Army organiza- 
tion, for the re-establishment of 
health services in the liberated 
and occupied countries of North- 
western Europe. After returning 
from Germany in January this 
year, Major Dehne, now a Reg- 
ular Army Officer, was until July, 
Chief of the Preventive Medicine 
Division, Headquarters Fifth Ar- 
my located at Chicago. He has 
previously been awarded the Le- 
gion of Merit, the Army Commen- 
dation Ribbon, the Purple Heart, 
A Certificate of Merit, and five 
Campaign Stars. 





American Medical Association, 535 North 
Dearborn St., Chicago 10, Ill. Gprorcr 
F. Lui, M.D., Secretary & General 
Manager. 


American Public Health Association, 
1796 Broadway, New York 19, N. Y. 
RecINALD M. ATWATER, M.D., Execu- 
tive Secretary. 

November 8-12, 1949; Boston. 


Association for the Surgery of Trauma. 


Canadian Public MHealth Association, 
Vancouver, B. C., Canada. 


Council on Industrial Health, American 
Medical Association; Secretary: CARL 
M. Pererson, M.D., 535 N. Dearborn 
St., Chicago 10. Congress on Industrial 
Health, January 18-19, Drake Hotel, 
Chicago. 


Industrial Hygiene Foundation of Amer- 
ica, 4400 Fifth Ave., Pittsburgh 13, 
Pa. JoHN F. McMAHON, Managing 
Director. 

November 17-19; Pittsburgh. 


International Association of Industrial 
Accident Boards & Commissions, Mar- 
SHALL Dawson, U. S. Dept. of Labor, 
Washington, D. C., Secy-Treas. 
September 12-18; New York. 


Lead Industries Association, 420 Lexing- 
ton Ave., New York 17, N. Y. Ropert 
L. Zrmecretp, Secretary-Treasurer. 
November 15-16; Chicago. 


National Council on Rehabilitation; Sec- 
retary-Treasurer: Mr. HoLLAND Hup- 
SON, 1790 Broadway, New York 19. 


National Metal Congress, Philadelphia. 
October 25-28; Philadelphia. 


National Rehabilitation Association, 411- 
7th Ave., Nashville 4, Tenn. Louis 
R. ScHUBERT. 

December 6-10, 1948; Madison, Wis. 


National Safety Council, 20 North 
Wacker Drive, Chicago 6, Ill. Nep H. 
DgARBORN, President; CARMEN FISH, 
Secretary. 

October 18-22; Chicago. 


National Tuberculosis Association, 1790 
Broadway, New York 19, N. Y. 
H. Stuart Wiis, Secretary. 


Saranac Laboratory of Edward L. Tru- 
dean Foundation, 7 Church Street, 
Saranac Lake, N. Y. Artuur J. Ven- 
Walp, M.D., Director. 
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puzzue: [ind the complex equipment 











in this picture of 


penicillin inhalation therapy 


No complicated tubes, valves, oxygen tanks or air machines 

are required with the Aerohalor. The patient may use this inexpensive 

little device for oral or nasal inhalation at home, at work or in your office. 

It consists of a discharge chamber plus interchangeable mouthpiece and 
nosepiece. It is used with disposable Abbott Sifter Cartridges, each containing 
100,000 units of finely powdered crystalline penicillin G sodium. For oral 
inhalation, the patient simply attaches the mouthpiece to the discharge chamber, 
inserts a cartridge of penicillin and “smokes” it like a pipe—by inhaling, 
removing, exhaling. Nasal use is similar except that the nosepiece is used. 
This treatment is indicated for infections of the respiratory tract produced 

by organisms susceptible to penicillin. It is contraindicated in infections not 
susceptible to penicillin and for patients allergic to the drug. 

No serious reactions have been reported. 

The Aerohalor and Abbott Sifter Cartridges are available at pharmacies 
everywhere — Cartridges on prescriptions only. For complete, illustrated 
literature, write ABBOTT LABORATORIES, North Chicago, IIl. 





Curéx 


=, 
5 


ABBOTT'S POWDER INHALER 





(1) Discharge Chamber is attached either 
to (2) Mouthpiece, or (3) Nosepiece, for 
use with (4) Abbott Sifter Cartridge. 


erohalor 


TRADE MARK 
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Tumors of the cerebral ventricles . . . of the 
peripheral nerves ... tumors disclosed by 
displacements and deformities of the cere- 
bral arteries . . . these are the shadows on 
the brain revealed by the eyes of x-ray. 
And yet, though much is revealed, still 
there are secrets. .. . 


In the coming tomorrows will those 
mysteries remain? Developing ever more 
useful apparatus is General Electric — 
leader in x-ray. What does a leader do? 
A leader investigates. In the General Elec- 
tric Research Laboratory the whirling 


that reveal 





electrons of the G-E Betatron are spinning 
a new skein of knowledge. 

A leader pioneers. From General Elec- 
tric X-Ray came the million-volt x-ray 
therapy unit, the Coolidge hot cathode tube 
and the Coolidge rotating anode tube. A 
leader makes tradition. Born in the year 
of Roentgen’s discovery, General Electric 
X-Ray grew as the art of x-ray grew. 

General Electric leadership holds a 
meaning for you. It is assurance that any 
apparatus bearing the G-E emblem is the 
finest you can own. 




















shadows on the brain 

































































New G-E Centralinear Control — Type 8 — for 200 ma x-ray units 


It’s the new General Electric Centralinear control 
for the KX-12 transformer and the 39 table. In the 
39, the tube stand is part of the table; the double- 
focus Coolidge tube is used for radiography or 
fluoroscopy in horizontal, vertical and angular 
positions. To this flexible combination the Cen- 
tralinear control brings new, easy-to-use features. 


Select your technic by pressing one of the eight 
Lucite technic selector buttons. The buttons lock 
in and light up; they select the focal spot, ma 


value, proper ma scale and kvp indicating index. 

Behind the translucent kvp dial is a Lucite index 
for each technic which lights up as the technic is 
chosen. Kvp selector steps from contact to con- 
tact; comes down with a positive, wiping motion. 

The Type 8 control is simple to operate. It re- 
duces errors and saves wasted exposures. It can 
be depended upon. For more information, write 
General Electric X-Ray Corporation, Dept. K-21, 
4855 McGeoch Ave., Milwaukee 14, Wise. 


GENERAL & ELECTRIC 


X-RAY 


© General Electric X-Ray Corporation manufactures and distributes x-ray apparatus for medical, dental 
and industrial use; electromedical equipment; x-ray and electromedical supplies and accessories. 
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FIRST STEP TO SAFETY 


The Bausch & Lomb Industrial Vision 
Service offers a proved fact-finding 


method for accident reduction 


through scientific visual classification 


HAT are the characteristics which 

distinguish accident-prone workers 
from those with perfect safety records? In- 
dustrial psychologists have set up correla- 
tions on the basis of many physical and 
mental capacities. One of the most depend- 
able and easy-to-prove is visual performance. 


The Bausch & Lomb Industrial Vision 
Service is the result of more than eight years 
of scientific research in industry, under the 
auspices of the Industrial Vision Institute of 
Purdue University. It is an easily-adminis- 
tered system which can be installed in your 
plant. By scientific methods, the visual skills 


of employees are measured. From factual 
data secured, visual standards are determined 
for each job. Against these standards are 
compared the visual skills of present and 
prospective employees. Those failing to meet 
the standards are recommended for pro- 
fessional eye care. 


The results, proved in dozens of plants in 
many industries, are lowered accident rec- 
ords, increased production per worker, im- 
proved quality, lower training costs and less 
labor turnover. Wouldn’t you like to be able 
to recommend a program with these advan- 
tages for your plant? 





BAUSCH 6&6 LOMB ; 


OPTICAL COMPANY W ROCHESTER 2, N.Y. n 
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avoids price-buying penalties 





When applied to a fine precision instrument, “quality” im- 





plies the use of the best basic materials, workmanship of 






unsurpassed skill, and superior methods and facilities essen- 






tial to quality production. 






Obviously, a superior quality instrument costs more to 






produce . . . and such quality logically justifies a nominally 






greater selling price by virtue of the longer and more satis- 


















factory service assured. 


“! RIB-BACK BLADES 


afford an excellent example as they are built up to a quality 
—not down to a price. Although their initial cost is slightly 
more per dozen, a cost analysis over a given period will often 
reveal that their comparative cost is actually less per indi- 
vidual blade. 

The buyer is assured of 12 perfect blades in every dozen 
Rib-Backs purchased. Their superior cutting efficiency and 
longer periods of satisfactory utilization are factors that 
reduce blade consumption to an economic minimum. As 
many quality-conscious hospitals already know, Rib-Back 
quality avoids price-buying peaalties. 


Ask your dealer 


BARD-PARKER COMPANY, INC. 
Danbury, Connecticut 


ARD=-PARKXK 
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These ‘picture words’ represent a primitive classification of 
urines used by early Babylonian and Egyptian physicians. 





centuries to perfect 
seconds to perform 


When Sumerian and Babylonian physicians, circa 4000 B.C., noted the 
varying colors and constitutions of the “water of the phallus,” they were 
probably not the first uroscopists in history. They were assuredly not the 
last, for fifty-odd centuries were to elapse before Fehling’s first paper on the 
copper reduction test for urine-sugar appeared in 1848: 

But centuries to perfect diagnostic procedures are condensed into seconds 
to perform the reliable C/initest® method for urine-sugar levels. From start 
to finish, the test takes less than a minute. This tablet method is simplicity 
itself . . . readily learned by every diabetic patient. External heating is 


uniquely eliminated by the Clinitest procedure. Routine test interpretation 


linitest 


for urine-sugar analysis 


is made easy. 
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/ CHLOROPHYLL 
AEROSOL THERAPY 


the new advance in the Inhalation Treatment 





of Respiratory Tract Infections 


CHLOROPHYLL AEROSOL THER- 
APY, as made possible by *Chloresium 
Aerosol Solution, enables the physician to 
provide the remarkable therapeutic effec- 
tiveness of chlorophyll in the inhalation 
treatment of both upper and lower respi- 
ratory tract infections. It is the result of 
intensive laboratory and clinical investi- 
gation to meet the long-felt need for an 
effective nontoxic, healing, decongestive, 
antibacterial and deodorizing agent for 
use in inhalation therapy. 


For use with any standard 
nebulizing equipment 


Chloresium Aerosol Solution is a specially pro- 
cessed preparation containing the purified 
therapeutically active water-soluble deriva- 
tives of chlorophyll “a” (CssH:20sN.«Mg), de- 
signed for use with any standard nebulizing 
equipment. It is a natural, nontoxic, biothera- 
peutic agent and may be used either alone or, 
where indicated, as a solvent vehicle for pen- 
icillin or other antibiotic inhalation therapy. 


A unique combination of advantages 


Chloresium Aerosol Solution provides the fol- 
lowing unique and fundamental advantages 
in inhalation therapy: 


Absolutely nontoxic 

Accelerates healing by stimulating normal cell 
metabolism 

Decongests, promptly, without rebound 
phenomena 

Exerts antibacterial effect, particularly on 
secondary saprophytic, proteolytic invaders 

Does not interfere with ciliary activity; tends 
to restore normal motility if impaired 


Can be used freely—especially valuable in the 
field of pediatrics 

Deodorizes fetid, foul-smelling conditions 

May be used as solvent vehicle for antibiotic 
inhalation therapy 


Indicated for all respiratory 
tract infections 


The value of Chloresium Aerosol Solution 
used alone or as vehicle for antibiotics has 
been demonstrated im the treatment of most 
infections of the respiratory tract including 
acute and chronic sinusitis, rhinitis, pharyn- 
gitis, ordinary coryza,ozena, acute and chronic 
laryngitis, bronchitis, bronchiectasis, lung 
abcesses and other deep-seated inflammatory 
conditions. 


Chlorestum 


/V-teette) mete) Uhivela 





ETHICALLY PROMOTED 


Available at all leading drugstores 


FREE— MAIL COUPON 


| pasaseses . 


RYSTAN CO., INC., Dept. IM-1 
7 N. MacQuesten Parkway 
Mt. Vernon, N. Y. 





Please send me, without obligation, clin. 
ical samples of Chloresium Aerosol So- 
lution and complete literature. 


Dr. 





1 Address 








City Zone State 
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Ir you administer or prescribe 
infrared heat or ultraviolet radia- 
tions you'll certainly want to know 
about the Dazor—a new sun-heat 
lamp you can float into a thousand 
or more positions. 


The patented floating arm (which 
gives all Dazor products their famed 
flexibility) permits you to raise or 
lower this lamp; to push or pull it; 
to turn or tilt it; to pivot the arm 
from side to side and to swing it 
completely around. Once guided to 
the point desired, a concealed 
mechanism holds the lamp firmly 
in place; there’s nothing to fasten. 


Any standard sun or heat bulb will 
fit the Dazor socket and will operate 
on 110-125 volt outlets—the sun 
bulb on AC only, the heat bulb on 








January, 194: 


\ 


\ 
Vw 


A SUN-HEAT LAMP 
YOU CAN FLOAT 
INTO A THOUSAND 
POSITIONS 


AC or DC. The lamp is equipped 
with a 9-ft. cord; its heavy base 
prevents tipping. 


Modern in design and finish, 
quality-built and bearing the Under- 
writers’ Laboratories approval, this 
new Dazor is a therapeutic aid you 
can use in your own private practice 
... Suggest for patients’ home use 
... recommend with assurance for 
industrial medical service. 


If your supplier hasn’t stocked these 
lamps, ask him to order them for 
you. Should he require the dis- 
tributor’s name, have him write 
Dazor Manufacturing Corp., 
4481-87 Duncan Ave., St. Louis 10, 
Mo. In Canada address inquiries to 
Amalgamated Electric Corporation 
Limited, Toronto 6, Ontario. 


©AZoR FLOATING SUN-HEAT Lay, 
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Ready 
24 Hours 
a Day 


Ask Your 
Dealer for AMPINS 


Accepted for Inclusion in 
Bellevue Hospital Formulary 











Chsong Clb C2 In 


(Professional Products Division) 
Cleveland 4, Ohio 
Pharmaceuticals Since 1833 


[ttn nn - - - - 


YOUR POCKET EMERGENCY KIT is Ready 

24 Hours a Day. Simply extract the right AMPIN 
for the emergency—sponge site of injection 

with applicator from the tube of topical germicide 
and inject. No sawing off ampule neck. 

No lengthy sterilizing of hypo and needle. 


FOR INSTANT SUBCUTANEOUS 
INJECTION IN EMERGENCIES 


AMPINS are syringe, ampule, solution and needle— 
all in a single, sterile injection unit. 

Simply remove needle-cover, insert needle 

and break tip of ampule. Controlled inert gas 
pressure immediately completes injection. 


AMPIN ADVANTAGES 


(1) Whole unit presterilized, ready for instant use. (2) No syringe 
assembly or transfer of ampule contents, (3) No contamination 
danger. (4) Accurate dosage of filtered contents. (5) Tamper- 
proof. (6) No metallic corrosion, (7) Meets all U.S.P. require 
ments for injectable solutions. 


STRONG COBB & CO., INC., Professional Products Division 
2654 Lisbon Road, Cleveland 4, Ohio 


DEPT. IM 


Please send me Free literature and samples of AMPINS. 
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FINE TREATMENT ROOM FURNITURE 



















Oversize Treatment Table with Built-in Irrigator 


Designed both for beauty and utility, this table will give a lifetime 
of service because of its patented Steeline construction. Examine the 
illustration critically. Note the modern, graceful lines that connote 
assurance and dignity. Note the complete versatility, the many prac- 
tical, built-in features that are the result of advice received from hun- 
dreds of physicians. Aloe’s patented Steeline is a new and exclusive 
development in functional physicians’ office and treatment room furni- 
ture. Each Steeline unit has an electrically welded framework that 
cannot shrink or loosen in any climate; rounded, easily cleaned cor- 
ners, black base and top. Three coats of mar-proof enamel, elec- 
trically baked on to stay. Your choice of colors. 


Write today for full information and prices 
on Steeline Professi | Clinical Equipment 
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LOW INDEX OF ALLERGENICITY—Bacitracin is outstanding in that its 


application topically is only rarely complicated by allergic manifes- 





tations. It therefore possesses a distinct advantage over many other 
antibiotics, freeing topical antibiotic therapy from this formerly 
serious limitation. 


WIDE RANGE OF EFFECTIVENESS— While its spectrum of action largely 
parallels that of penicillin, Bacitracin is destructive to many strains 
of pathogens which are penicillin-fast. ‘Thus it broadens the scope of 
antibiotic therapy and enhances its therapeutic efficacy. 


PROMPT ACTION—Injected in solution into the base of pyogenic 
lesions, or applied topically in the form of an ointment, Bacitracin 
acts promptly upon the bacterial invasion. Response is apparent in 
most cases within a short period. 


INDICATIONS—Bacitracin, topically administered, is indicated in the 
treatment of many deep pyogenic lesions of the skin, superficial 
cutaneous pyogenic lesions, and many external ocular infections 
due to Bacitracin-sensitive organisms. Bacitracin is administered 
topically only. 


Bacitracin, in dry form for making solutions, is supplied in 20 cc. 
serum-type vials containing 2,000 and 10,000 units, and in 50 cc, 
vials containing 50,000 units. Also available as Bacitracin Ophthal- 
mic Ointment in % ounce tubes and as Bacitracin Ointment in 4% 
ounce tubes, both containing 500 units per Gm. Literature available 
to physicians on request. 
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In the tight, uncomfortable bronchial gacw TEASPOONFUL OF PLEASANT FLAVORED 
cough accompanying colds, influenza SYNEPHRICOL CONTAINS: 

or bronchitis, Synephricol provides Codeine phosphate 

the decongestion necessary to permit 

free breathing. and elimination of 

excess mucus. 





Synephricol is expectorant, and 
more—it thins the viscous mucoid 
bronchial secretions and it decreases 


bronchial irritation by sympathomi- Average adult dose: | or 2 teaspoonfuls every four hours. 
metic action. Supplied in bottles of 1 pint and 1 gallon. 
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Vl inthiot Stbas ne 
New Yorx 13, N.Y. Winosor, Ont. 
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High blood levels . . . prolonged 
therapeutic effect . . . characterize 
*‘Duracillin, In Oil’ (Crystalline Procaine Penicillin—G 
in Oil, Lilly). To overwhelm invading bacteria, effective penicillin 
blood levels must be maintained around the clock. ‘Duracillin, In Oil,’ is more than 
adequate to do the job.* An injection of 1 cc. (300,000 units) of 
‘Duracillin, In Oil,’ assures, for at least twenty-four hours, blood 
concentrations of penicillin that are sufficient to subdue most of the 
virulent penicillin-susceptible organisms. Repeating the 1-cc. dose at 
twenty-four-hour intervals is all that is required to keep most invading 
pathogens “‘on the run.” Specify ‘Duracillin, In Oil,’ in 1-cc. or 10-cc. 
rubber-stoppered ampoules. No refrigeration is necessary. 





*See “Clinical Evaluation of ‘Duracillin, In Oil,” Physician's Bulletin, 
September-October, 1948, 
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American Association of Railway Surgeons 


—Sixtieth Anniversary Meeting— 
Chicago, November 21-23, 1948 


. 1948 Annual Meeting of the AMERICAN 
ASSOCIATION OF RAILWAY SURGEONS, November 
21-23, at the Palmer House, Chicago, marked the 
organization’s 60th anniversary, MISS ESTHER 
VINCENT’S historical brief (INDUSTRIAL MEDI- 
CINE, 17:11, 4514452, November, 1948) having 
developed the fact that the first annual meeting 
was held on June 28, 1888: when “over 150 sur- 
geons, representing over 60 different railroads, 
met at Chicago’s Palmer House... .” 

The Anniversary Meeting, with its brilliant 
program, its meeting rooms crowded at every 
session, its interesting and well selected technical 
exhibits, and the quality of the attendance, elo- 
quently attested the growth of the Association 
to its present place of strength and importance. 
It was remarkably evident, as MISS VINCENT said, 
that “members of the AMERICAN ASSOCIATION OF 
RAILWAY SURGEONS include specialists in all 
phases of medical practice,” and that “railway 
surgery, the oldest type of industrial surgery, 
has become an integral part of the wider field 
of industrial medicine.” 


The complete program was published in INDUs- 
TRIAL MEDICINE for November, 1948, pp. 451-453. 

Following the sessions, the Executive Board 
decided to hold the 61st annual meeting on June 
30, and July 1 and 2, 1949, at the Drake Hotel, 
in Chicago. 

The newly-elected officers are identified in the 
Association’s permanent listing at the top of 
page 10 in the front section of this Journal. DR. 
RAYMOND B. KEPNER succeeds DR. JAMES E. M. 
THOMSON as President; the new Vice-Presidents 
are DR. GLENN D. WHITCOMB, DR. D. RAY MURDOCK, 
and DR. IRWIN SCHULZ; DR. THEODORE L. HANSEN 
was re-elected Treasurer, and DR. CHESTER C. GUY 
is the new Secretary. The Executive Board was 
re-elected, with DR. ARTHUR R. METZ, chairman. 

Immediately following the photographs on the 
next page is the full text of the Symposium on 
“Low Back Pain,” a feature of the first day’s 
program. DR. JAMES E. M. THOMSON was Moder- 
ator, and DRS. LEROY H. SLOAN, ALFRED P. 
SOLOMON, JAMES T. CASE, ERIC OLDBERG and EDWIN 
W. RYERSON were the speakers. 





Left to Right: Dr. James E. M. Thomson, retiring President; Dr. Raymond B. Kepner, newly-elected President; 
Dr. Arthur R. Metz, Chairman of the Executive Board 
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The papers on “Medicolegal Problems of Her- cember, 1948, number. DR. ALLEN CONROY’S 
nia,” by DR. CHESTER C. GUY, and “Vertigo,” by “Newer Developments in Anesthesiology” ap- 
DR. ELMER W. HAGENS, were published in the De- pears in this issue. 





Left to Right: Dr. Arthur R. Metz, Chief Surgeon, Left to Right: Dr. Raymond B. Kepner, Chief Medical 
Mr. Albert W. Bigham, General Adjuster, Mr. Orville Officer, Chicago, Burlington & Quincy Railroad; Mrs. 
G. Edwards, Asst. General Solicitor, and Mr. Michael Raymond B. Kepner; and Dr. James E. M. Thomson, Sur- 
W. Roark, Asst. General Adjuster, Chicago, Milwaukee, geon, Chicago & North Western and Chicago, Burlington 

St. Paul & Pacific Railroad & Quincy Railroads 
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Left to Right: Mr. John T. Williamson, Director of Per- Left to Righ: Dr. Virgil Wescott, Oculist, Dr. Raymond 
sonnel, Chicago, Burlington & Quincy Railroad, and Householder, Asst. Chief Surgeon, Dr. Arthur R. Metz, 
Dr. Raymond B. Kepner, Chief Medical Officer, Chicago, Chief Surgeon, and Dr. George McAuliff, Oculist, Chi- 

Burlington & Quincy Railroad cago, Milwaukee, St. Paul & Pacific Railroad 





Left to Right: Dr. William W. Leake, Chief Surgeon, Left to Right: Dr. Robert M. Graham, Director of 
Illinois Central Railway; Dr. Milton B. Clayton, Chief Sanitation and Surgery, Pullman Co.; Mrs. Robert M. 
Surgeon, Southern Railway; Mrs. Edward C. Holmblad; Graham; Mrs. J. M. L. Jensen; Dr. J. M. L. Jensen, 
and Dr. Edward C. Holmblad, Consulting Surgeon, Chi- Asst. Chief Surgeon, Chicago, Rock Island & Pacific; 
cago, Rock Island & Pacific, and Chicago & Eastern and Dr. Harry E. Mock, Jr., Surgeon, Baltimore & Ohio, 


Illinois Railroads Gulf, Mobile & Ohio, and Illinois Central 














Low Back Pain: The Medical Viewpoint 
LEROY H. SLOAN, M.D., F.A.C.S., 


Professor of Medicine, University of Illinois College of Medicine, 
Chicago 


[NOTE: DR. SLOAN spoke extemporaneously 
and informally, without notes. The following is 
the transcript of his remarks as given.—ED.| 


O PROBLEM in industrial medicine requires 

more cooperative study than this problem 

of back pain. It is not a problem to be given over 

to the internist or orthopedist in toto; it is neces- 
sary to take in all of its range of possibilities. 

I have been asked to speak on the medical 
aspects of low back pain, but I must begin by 
stating that the majority of low back pain has 
nothing to do with a specific medical condition. 

The specific causation of pain in the back will 
depend a little bit on the age of the individuals 
you are examining. I believe that in the 
younger group pain bears a very close relation- 
ship to focal infection, in spite of our tendency 
to get away from focal infections. In the older 
age group I am quite certain that low back 
pain bears very little relationship to focal in- 
fection. In other words, the younger the indi- 
vidual, the more attention we must give to the 
possibility of infection in the tonsils or teeth; 
less often in the sinuses; fairly often in the 
prostate; and rarely to infection elsewhere. 


A GOOD many of you recall that one of the car- 

dinal symptoms of the onset of small pox is 
terrific pain in the back. You who were general 
practitioners in the days before the introduction 
of the sulfa products and penicillin well remem- 
ber that when you went out to see a young pa- 
tient with a sore throat, and a high fever and a 
severe backache you could predict the onset of 
all of the findings of scarlet fever within a few 
hours. You recall, I am sure that during the 
height of a severe sore throat the common com- 
plaint of our younger patients was a severe back- 
ache. You have seen too many patients with even 
a mild tonsillitis, or follicular pharyngitis fol- 
lowed by a typical rheumatic fever, or severe 
myositis, to doubt the relationship of infection 
in the tonsils to these diseases. You have seen 
too many patients with continued pain in various 
joints promptly relieved following extraction of 
infected teeth to doubt the close relationship 
between the locus of infection and the more re- 
mote manifestation. During the epidemic of 
true influenza which many of you witnessed in 
the days of 1918 you will recall that backache 
was one of the most frequent complaints along, 
of course, with a more general aching. Here we 
have an example of a probable virus infection. 
Aching joints, aching muscles and aching back 
are part of the picture of even so uncommon a 
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disease among our industrial patients as undu- 
lant fever. 

The most severe pain in the back that I have 
recently seen was in a boy of 15 following a 
virus infection in the upper respiratory tract 
and for a time producing a syndrome which 
looked like atypical poliomyelitis. This was in the 
lower right lumbosacral area and extending down 
the right leg like a low grade infectious neu- 
ronitis. I do not doubt for a minute that it was 
directly related to the virus infection. Virus 
infections are on the increase, and it is un- 
doubtedly true that we will have to watch care- 
fully for these related infections in our younger 
patients. 


HEN we are dealing with low back pain in 

employees, sex bears a distinct relationship to 
the problem. All of you recognize that pallid, 
quiet, languid type of individual who comes in 
and applies for a job. She is too tired to breathe, 
too tired to exercise, and, if given a job which is 
beyond her capacity, the capacity of her back to 
do the work, will have a pain in the back in a 
couple of weeks: she will have a headache and 
backache as long as she is employed at a 
job which taxes her back too much. These pa- 
tients are poor aerators. They don’t aerate their 
diaphragm or viscera or anything else. Their 
posture is poor and, as I said, many of them are 
too lazy to breathe. If you allow them to be 
employed in places where they are taxed, they 
will continue to have backache in spite of all the 
medical treatment you can give them. In other 
words, I have come to the feeling that in many 
of the younger patients, as well as in our older 
patients, there are backs that will take just so 
much, and if you ask them to take too much 
beyond that you will have backaches. 

The painful back in these cases is due to the 
inability of the individual to perform the specific 
task put on her, and she develops a fatigue re- 
action and becomes frustrated at her work. And 
then she carries this over into her problems and 
the complex develops which Dr. Solomon will tell 
you about. This type of patient can be handled 
therapeutically by checking up on the individual. 
Check her periods; find out whether they are 
regular. Find out whether she has an anemia. 
Correct her posture. Feed her up. Talk to her; 
give her interests outside her work. Give her 
lighter work, work that doesn’t involve an ex- 
cessive amount of muscular activity, and par- 
ticularly does not involve activity in one par- 
ticular position over a period of time. Get a 
truck for her to cart those books around in the 
office. Don’t ask her to pull out filing cabinets 
that need greasing and oiling, and so on. Those 
are things which no amount of medical atten- 
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tion to the individual will help at all. I bring 
them to your attention because, as surgeons in- 
volved in the care of employees, I think our du- 
ties go beyond the mere diagnosis of the medical 
conditions. 

Many patients of this type can be helped by a 
small dose of thyroid, and they react rather 
promptly to increase in exercise. The individual 
who will go out and do a little swimming, de- 
velop some interest outside of her own work, 
can be relieved of a lot of difficulties. 

However, with the older group of employed 
women it is a different proposition entirely. 
There is fatigue of effort at home and fatigue 
of effort at work: the individual trying to keep 
up a home and work at an office, and caught in 
between with a backache. She is frustrated at 
home, frustrated at work. She doesn’t get sleep 
enough. That type cannot be relieved by med- 
ical management. It must be relieved by man- 
agement of the individual. She must be helped 
to arrange her work so there is an opportunity 
for rest. That is the fatigue reaction that is so 
commonly seen in employees. 

Also in the older group one must not lose sight 
of local conditions in the pelvis which explain 
these low back pains. I think every woman em- 
ployee who complains of a low back pain ought 
to have a pelvic examination, and I believe that 
you will quite commonly find residual pelvic in- 
fection, ovarian cysts, endometrial tumors, and 
other conditions which would explain some if 
not all of her difficulty. That type of patient will 
frequently have a low grade anemia, and a bowel 
condition which also needs attention. 

Now, carrying on further to the still older 
group of women employees, there is a condition 
which leads quite commonly to low back pain, 
and that is osteoporosis of the spinal vertebrae. 
Osteoporosis has been classified, as Dr. Ryerson 
will tell you, as post menopause osteoporosis. It 
is something one must not lose sight of and it 
requires therapy for the underlying conditions 
as well as for the local condition. It is quite 
likely that vitamin B in reasonable doses, pos- 
sibly phosphate in reasonable doses, or similar 
preparation will help that individual. X-ray ex- 
amination will show the condition of the spine. 

Also in our older patients we must examine 
the pelvis for carcinoma of the pelvis, of the 
cervix, of the ovaries, and possibly also of the 
rectum and colon. 

Then there are some endocrine states in the 
female which derive from backache. Myxedema 
is a common one. Low basal metabolic rate, cold 
patient, poor circlulation, fat face and fat hands, 
edema of lower extremities—under thyroid they 
will improve and the backache will be much better. 

Finally, of course, one might carry that fur- 
ther into the pituitary conditions, even so far 
as the Gushing syndrome, but I don’t think you 
probably would be called on to treat a patient 
with a Cushing syndrome. Either you wouldn’t 
be employed or you would have quit long before. 
However, that is something to think about. 
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WHEN we get to the male employees, we have 
a different state. Here I have seen, over 30 
years, a good many hundreds of cases. Osteo- 
arthritis is one of the common conditions. Myo- 
sitis, fibrositis, sacro-iliac arthritis, lumbosacral 
strain, spondylolithesis, all of these will be 
touched on, I am sure, by the later speakers. 

Suffice it to say, that so far as I can see, focal 
infection bears little relationship to this particu- 
lar difficulty. However, the patient may be im- 
proved generally by the removal of his focal in- 
fection. Certainly, I think, in many instances 
his prostate should be investigated. 

Osteoarthritic conditions often are strictly 
metabolic in the male, and there again we must 
bear in mind the things I have talked about in 
the female. However, in the younger group there 
is, of course, the problem of rheumatoid arthritis 
and the problem of Marie-Striimpell’s type of 
arthritis, which begins in the sacro-iliac joints 
and takes in the lateral processes and finally fuses 
the vertebrae into a bamboo spine. 

We will see the young male, particularly, with 
pain in the lower back developing a rheumatoid 
process or a more specific process of Marie- 
Striimpell. One must watch the x-ray of the 
younger male, particularly if there is consistent 
and persistent sacro-iliac and sacro-lumbar pain 
which seems unrelated to anything you can put 
your finger on. These patients, I do not think, 
have anything to do with focal infection. It is 
possible that gold may be of some service, but it 
is more likely that corrective exercises and ortho- 
pedic management will do more than medicine. 


OW we get into a much more important kind 

of backache, and that is in our older male 
patient. We are just beginning to appreciate the 
significance of the lung as the primary source of 
metastatic malignancy in the lower spine. Over 
many years we have been accustomed to assume 
that malignancy in the spine might be related to 
the prostate, to the thyroid, to the breast if fe- 
males, but now we are confronted with the rapidly 
increasing number of patients with malignancy 
of the spine directly related to primary carcinoma 
of the lung. It is surprising that even a very 
small carcinoma of the lung may show, by the 
time you get to the patient, a very marked meta- 
static infiltration. It is less often from hyper- 
nephroma, less often pancreatic lesions, and often 
stomach lesions. I might put it this way: Be- 
ware of the patient who has a little cough and 
dyspnea and pain in his back. He has a carcinoma 
of the lung which has metastatized until you 
prove that he hasn’t. In the younger group I 
expect one might consider tuberculosis as the 
primary area involved, but in the patients you 
see of the older group, look out for the lungs. 

Also, beware of anemia when it is hooked up 
with backache. Let me be specific. I should sug- 
gest this sort of regime for the individual out 
of the younger age group. If this is a backache 
that is resistive, get the skull x-rayed. If you 
have Paget’s disease or multiple myelomata or 
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the toxic type of hyperplastic reaction and osteo- 
porosis of hyperparathyroidism, the backache 
causes will be discovered in your skull plate. 

Myelomatas are becoming very common. If 
teeth are infected, let them be given attention— 
not to cure the backache necessarily but to help, 
and so with your tonsil infections. But unless 
you can express real pus out of a tonsil and unless 
you can culture something out of it that has some 
possibility of relationship, I wouldn’t take out a 
lot of tonsils for backache. 

X-ray the lung and look for primary tumors, 
particularly in the apex or hilus area of the lung. 
Check on the possibility of the appearance of 
blood as indicating a primary lesion of the kidney 
which has metastasized to the back. 

Particularly in the older patients, check the 
prostates. They are one of the common causes of 
backache. Malignancy of the back and pain can 
be controlled now so much better than several 
years ago since the introduction of lobectomy, 
that it becomes very apparent to give the indi- 
divual the relief that comes from the discovery 
of a primary malignancy in the prostate. 

After all of those things have been done, then 
I would admit the likelihood that this process 
might be an osteoarthritis or lumbosacral strain. 

If the knee jerks are gone, look out for tabes. 
If the knee jerks are present and the Achilles is 
gone, look out for the split disc that is compress- 
ing the lower part of the nervous system. If the 
Achilles is gone and there is some numbness in 
the lateral surface of the leg, and when you sneeze 
you get pain, when you cough you get pain, you 
had better see an orthopedist or neurological 
surgeon because you have not only a slipped disc 
but a disc that is actually compressing the lower 
central nervous system. 

Much less often do we find leukemia infiltrating 
and producing two types of lesion: the sclerosing 
osteitis of leukemia, and Hodgkin’s disease and 
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the destructive process in the spinal vertebrae. 
Those two types do occur occasionally in leukemia, 
and when a patient comes in with marked pain in 
the back, consider leukemia. 

Less often have we seen the backaches of bru- 
cellosis. We do not see enough brucellosis, but 
men tell me it is not uncommon in the clinic. 

Gout, of course, is still with us, and the pre- 
sence of tophi, hydrochloric acid, and so on, must 
be given due consideration. 


S° THAT in the pre-examination of these patients, 

one still suggests that the teeth be x-rayed and 
the tonsils be considered; that x-rays of the lungs 
be taken. As a matter of fact, I think we ought 
to begin taking x-rays of the lungs and the back 
of all individuals who are to be employed. 

Check up on the blood count of some of your 
women; correct their postures; arrange some of 
their family situations; and give them tasks 
which they are able to carry on. 

Do a pelvic on all women patients complaining 
of backache, and do a rectal on all patients be- 
cause backaches are commonly related to car- 
cinoma of the rectum, and particularly carcinoma 
of the prostate. 

Finally, in the medical management of patients 
having low back pain, give some of the employees 
a rest period away from continued effort and 
continued specific tasks. The man who hour after 
hour packs waste in the side of railroad journal 
boxes is quite apt to develop eventually an oc- 
cupational process just exactly like the old oxen 
pulling the plow developed occupational arthritis 
in the shoulder girdle. 

So once more I get back to the fact that after 
all most of these things are not medical, most 
of them are orthopedic or neurosurgical or some- 
thing of that sort. But the evaluation of the 
whole picture, the management of the disturb- 
ances in the back, remains as important as ever. 








Dr. and Mrs. John A. Cahill. Dr. Cahill is Past Vice- 
President of the American Association of Railway Sur- 
geons, and Surgeon for the C.M.St.P.&P. at Dubuque, 
lowa. For many years he has been the first to register 

at the A.A.R.S. conventions 











Low Back Pain: The Psychosomatic Viewpoint 


—A Psychosomatic Study on Increased Muscle Tension of the Voluntary 
Musculature as a Factor in the Production of Low Back Pain and in the 
Pathogenesis of Atrophic and Hypertrophic Arthritis of the Spine— 


—A Preliminary Report— 


ALFRED P. SOLOMON, M.D., 
Chicago 


Heron surgeons and internists regard 
untoward mechanical forces involved in the 
function of the spinal column as important pre- 
disposing factors in both proliferating, ankylos- 
ing, atrophic, and degenerative non-ankylosing 
hypertrophic arthritis of the spine. Lewin points 
out that these untoward mechanical forces acting 
on joint surfaces may actually cause joint 
changes: “Bone and joint structures make sim- 
ilar responses to factors so unlike, as irritation, 
trauma, and infections.”' Increased muscle ten- 
sion from psychologic causes may also disturb 
the physiologic action of the spinal column. In 
other words, not only unnatural strains, unequal 
pressure, irritations to the weight-bearing joint 
surfaces, mild or long continued, or frequently 
interrupted, may be due not only to faulty pos- 
ture in work, play, or exercise, but also to brief 
or long periods of increased muscle tension re- 
sulting from psychologic stimuli. 

Orthopedic surgeons and internists have long 
recognized that emotional disturbances are im- 
portant predisposing etiological factors of verte- 
bral arthritis, as well as factors which may in- 
fluence the precipitation of an attack. Recent 
advances in the study of psychosomatic medicine 
have included studies on low back pain and rheu- 
matoid arthritis. 

Johnson, Shapiro, and Alexander, in discussing 
the psychosomatic factors which are involved 
in the precipitation of an attack of rheumatoid 
arthritis, state, “The fact that these patients 
express and discharge unconscious emotional 
tendencies through the voluntary muscles puts 
their symptoms in the category of hysterical 
conversion. At least the modus operandi is the 
same as in conversion hysteria—namely, the ex- 
pression of an unconscious conflict by somatic 
changes in the voluntary muscles. Our present 
assumption is that these muscle spasms and in- 
creased muscle tonus, under certain conditions, 
may precipitate an arthritic attack.2 Saul* 
and Moloney* considered the production of 
psychogenic low back pain the result of uncon- 
scious stimuation of the voluntary muscles of 
the back. My contribution to this symposium on 
low back pain will be a further psychosomatic 
study of the role increased muscle tension has 
and its importance as a factor in. the patho- 
genesis of atrophic and hypertrophic arthritis 
of the vertebrae. 
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Increased muscle tension in the back muscles 
may exist as a contraction in a muscle belly 
where its presence can be detected only sub- 
jectively, as pain, pulling sensation, or tight 
sensation, or there may be actual interference 
in the balanced action of muscles in physiologic 
antagonism. Frequent brief periods of increased 
muscle tonus may cause repeated minimal irrita- 
tion to the weight bearing surfaces of the verte- 
bral joints and prolonged increased muscle 
tension in addition may cause chronic alteration 
in static conditions of these joints. Studies on 
capillary circulation and the arterioles may 
reveal that the same psychologic stimuli that 
produced increased muscle tension will through 
their discharge through the antonomic nervous 
system bring about altered metabolism in 
muscles and joints in classical chronic conver- 
sion hysteria involving these structures. 

The material used for this study was obtained 
from the psychoanalysis of a patient with mild 
osteoarthritis of the spine, and from the case 
histories of 33 patients, 25 men and eight women, 
who presented conversion hysteria syndromes 
following industrial injuries. This series of 33 
patients, selected from a group of 71 industrially 
injured patients who had had back injuries did 
not include those patients whose symptoms could 
be accounted for by organic findings, or those 
who could be classified as malingerers. All 
patients had been studied by industrial surgeons, 
and in most instances by one or more orthopedic 
consultants before they were referred for neuro- 
psychiatric examination. 

It was believed that this group of patients 
would be a suitable group to study the psycho- 
dynamic factors which lead to increased muscle 
tension because in them there was a strong ten- 
dency toward homogeneity of reaction formation, 
emotional reactions were gross and _ intense, 
their qualities easily discernible, and their effect 
on the soma overt and symbolic. There was in 
this group no correlation between the severity 
of the injury and the intensity of the psycho- 
logic response. Actually, the tendency seemed 
to be in the opposite direction; the less severe 
the injury the greater the intensity of the altera- 
tions in behavior. In this group 17 patients had 
a contusion to the back, six patients had a sprain 
or twist of the spinal column, three were severely 
jolted, two had compression fractures of the 
bodies of the vertebrae, three had fractures of 
the transverse process, and two had fractures of 
the sacrum. 
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The symptoms will be summarized rather than 
presented statistically. 


Subjective Complaints 

HE complaint of low back pain, even though 

the injury was not confined to the lumbosacral 
region, was present in all patients in this series. 
Common was the statement of pain on bending 
or attempting to bend. Radiation of pain into 
the groin and legs was for the most part non- 
anatomical in distribution. The majority of the 
patients gave bizarre, exaggerated, non-anatomi- 
cal descriptions of the pain with a tendency 
toward vivid dramatizations of the excruciating 
aspects. 

In addition to pain, the most frequent com- 
plaints referable to the back were pulling sensa- 
tions, throbbing, tight, and pressure sensations. 
These are descriptions of the subjective percep- 
tion of increased muscle tension. I do not have 
available objective studies of the vaso-motor 
phenomena described by patients in this series, 
but the following excerpts from the descriptions 
of these phenomena are very suggestive. Both 
patients had typical conversion symptoms of 
extension rigidity in the back and leg. One, a 
female patient, complained, “I had pain down 
my back and up my leg. The entire leg feels 
like something is in there scraping down the 
bones. I have had that pain ever since the acci- 
dent. Some days it is worse than others; some 
days it is a dull pain; it gets numb and cold all 
over my leg. In the lower part of my back I 
have a spot that pains continuously. It is a burn- 
ing sensation. I’m nervous, I tremble and shake.” 

Another, a male patient who had in addition 
bilateral leg clonus, gave a more vivid descrip- 
tion, “There is a pain in the middle of my back 
which hurts very intensely. I am not sure just 
where the vertebra is that is painful, it is one 
of about four vertebrae. It is like a knife im- 
bedded, persistently hurting. It is real sore all 
of the time but not intensely so. Farther down 
there is another place which just plain hurts, 
like a toothache. It runs across and down, but 
at the level of the first sacrum. But there it is 
more temperamental. The most intense pain of 
all is at the end of the spine, and that is really 
something. Then there is the matter of my left 
hip. The pain runs down the back of the left 
leg, then it hurts down the front, then the foot 
will crack. The pain in the hip is dull; some- 
times it is like lightning strikes. It is like when 
a dentist drills. Then there is pain where the 
legs join my body, mostly on the left side. It is 
pretty sharp. You would marvel why I am bitter. 
When a doctor tells me that I do not hurt, or 
that I do not have pain or any causes for pain, 
I am bitter because I feel these pains. I am not 
trying to be a problem child; I do not hate 
anybody. I cannot stand in a cold tub of water. 
The pain is too excruciating. I have to get out 
of the water immediately. That is enough of 
pains—if I have forgotten any, we will just 
skip them. I have one more complaint, there is 
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the matter of my legs. It is really very important 
for a man to walk, to get around. It requires 
too much conscious effort on my part to bring 
my left foot forward. It should be an unconscious 
effort; I have to sit and drink coffee for about 
two hours before I can make up my mind to 
move. If I sit too long, then the blood does not 
circulate and my legs fall asleep.” 

Vernon Luck, in his excellent report of the 
examination of 1,000 cases of conversion hysteria 
response to back injury in veterans includes 
vasomotor instability and hyperidrosis in his 
compilation of objective findings.® 

Areas of tenderness were the rule in my series, 
and areas of regional anesthesia occurred in 
only three of my cases. In both instances the 
examination of these complaints resulted in the 
determination of the presence of hypersuggesti- 
bility. 


The Motor Phenomena 
[NX ALL of the patients there was increased tonus 
of the muscles of the spinal column. Most 
typical was a tendency toward stiffness or 
rigidity in extension with a complaint of pain 
on bending. In some of the patients this increased 
muscle tonus was only subjectively perceived 
as in a complaint of “pulling sensations.” In 
others it was palpable. Camptocormia with 
rigidity in flexion was present in three patients. 
Stiffness to rigidity of the legs in extension, 
clonic movements of the rigidly extended limbs, 
disturbance in gait due to walking with stiffly 
extended limbs, with one semi-flexed limb, and 
gaits in which the tensed leg was thrown about 
in a bizarre fashion were found in the majority 
of the patients. 

As a rule one leg only was involved in the 
motor phenomena. There was one instance of 
astasia abasia in addition to functional rigidity 
of the spinal column. Another had conversion 
stiffness of the right arm without injury to this 
extremity. 


Reversibility of Symptomatology 
(CHARACTERISTIC of these patients was the possi- 

bility for reversibility of the symptom- 
atology. I had an opportunity to treat 10 of 
these patients psychiatrically. All exhibited an 
ease of reversibility of the conversion symptoms 
when psychodynamically oriented psychotherapy 
was used. 

The ease of reversibility of the conversion 
symptoms must account for the fact that one 
rarely sees these clinical pictures other than 
when litigation is pending. The occasional 
chronic cases of this type are patients in whom 
the collateral secondary gain motives are very 
strong, or to whom disability benefits continue 
to be paid. 


Psychodynamics Related to the Male Patients 

BEFORE the patient is considered directly in 
relation to the emotional conflicts present 

and to the characteristics of the personality, it 
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would be well to reflect on the nature of his 
environment both social and industrial. As a 
workman, he carries toward his employer a 
varied degree of unconscious fear due to guilt 
about his unconscious hostility. He is more or 
less indoctrinated to look upon his employer 
as one who, when given the chance, will take 
advantage of him, do him dirt, and who will 
dispose of his services without consideration 
for his needs when economic conditions change. 
Such grievances against one’s employer are 
generally acceptable in our culture, so in general 
there is more permissivity for the expression 
of hostility towards the employer-father symbol 
than toward one’s parents. 

Hostility which might ordinarily be repressed 
appears overtly under these conditions. When 
a workman is injured, he often feels that his 
employer is directly responsible for the accident. 
It approximates the idea, “My employer has 
struck me a blow.” The patient is likely to re- 
gard physicians and personnel whose business it 
is to provide care and compensation benefits with 
the same degree of fear and hostility as he re- 
gards his employer. 

In this series of cases, 16 male patients ex- 
hibited feelings of irritation, anger, and desires 
for retalitation because they believed that they 
had been pushed around by their employers and 
representatives. They tended to be argumenta- 
tive, critical of their employers, and some, 
adamant in expressing their desire to obtain 
their “rights.” Half of these patients showed 
in addition a morbid suspicion and overt mis- 
trust, almost of sufficient intensity to be classi- 
fied as a fixed paranoid attitude. In four 
additional patients the feelings of anger and 
irritation were more subdued. Only one patient 
showed a true “la belle indifference.” A funda- 
mental component of the personality of all of 
these 20 patients was the presence of fear and 
tension in being in the passive role. They were 
individuals to whom undue passivity, undue sub- 
missivity, undue ease of compliance, the feeling 
of being easily led, and accepting too readily 
domination, were regarded as evidence of weak- 
ness, of being a sissy, of being spineless, and 
as having no backbone. 

Even though these patients showed a con- 
sistent tendency in their personalities to be wary 
of being taken advantage of, of being out- 
smarted, they did exhibit hypersuggestibility, 
and an ability to be amiable and cooperative 
under conditions ideal for them. The conversion 
syndromes were assumed and demonstrated by 
the patient to limit or curtail his activities. The 
passive manner in which these patients sub- 
mitted their symptoms was actually a means of 
dramatizing suffering while submitting to it. 
This masochistic behavior may be likened to 
a conversion symptom which, on the one hand, 
unconsciously afforded protection against com- 
plete passive submissivity and, on the other, a 
hostile attack against the aggressor figure, the 
employer. This presentation of submission to 
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pathetic suffering, which if verbalized, would 
formulate itself into, “Look at me, see what you 
have done, see how badly hurt I am, do not hurt 
me, do not push me around anymore”; or “You 
have hurt me, you have threatened to annihilate 
me; see, I exhibit this picture of helplessness. 
Does not that satisfy you? Have you not hurt 
me enough?” It is as if the patient were protect- 
ing himself from a graver danger by accepting 
the suffering he portrays. 

It is significant that only one patient showed 
the “la belle indifference” of the classical con- 
version hysteria, indicating that the conversion 
symptoms do not drain all the unconscious hos- 
tilities. All of the other patients showed all 
grades of overt hostility in their behavior, 
ranging from a shade more than casualness to 
a paranoid antagonistic attitude. There was no 
relationship between the degree of overt hostility 
exhibited and the intensity of the conversion 
increased muscle tension phenomena. However, 
there was a significant relationship between the 
intensity of the conversion increased muscle 
tension and the degree of defense against pas- 
sivity in the character make up. 

It is clinically recognized that the symptom 
of conversion hysteria may have symbolic mean- 
ing. Thinking in this vein, I would consider the 
tendency for these patients to have functional 
rigidity of the spine in extension and stiffness 
of the legs a symbol of not bending, not yielding, 
or not submitting. Johnson et al, in their studies 
on the psychodynamics of increased muscle tonus 
on four male patients concluded that “the con- 
flict common to all male patients is a defense 
against a profound passive and feminine wish.’ 
Moloney confirms this conclusion with an 
observation on patients under psychoanalytic 
treatment: “When the associative material indi- 
cates a trend toward self surrender, toward 
passive dependency, the trend, at times, is vio- 
lently interrupted by a painful spasm of the 
low back.’ 

It may be argued that functional rigidity of 
the back is the usual reflex protective measure 
after injuries of the spine, and that the delayed, 
organically unaccountable rigidity is purely a 
symptom of auto-suggestibility resulting from 
the initial traumatic experience. This supposi- 
tion does not preclude the possibility that the 
continuation of the rigidity of the spine has, 
for the patient, the symbolic meaning of defiance 
or resistance to bending or yielding. Further 
evidence of the patient’s defiance is found in 
the strong and determined attitude with which 
he presented his symptoms and complaints in 
spite of the fact that he may have been told 
repeatedly by consultants and claim men that 
there was nothing wrong with him. It has already 
been stated that eight of the patients showed 
morbid suspicion and mistrust, approaching the 
paranoid attitudes. Morbid suspicion is the 
strongest possible defense one may have aside 
from a psychosis with paranoid delusions against 
being pushed around or being taken advantage 
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of. Moloney found similary paranoid attitudes 
in his cases of injured veterans with low back 
pain following back injuries. 

A possible confirmation of the symbolic ex- 
planation of rigidity in extension is found in 
the characteristics of the personalities of those 
patients who developed camptocormia, a condi- 
tion characterized by rigidity in complete flexion 
of the spinal column. These patients, of whom 
there were three in this series of cases, had 
pathological character traits of overt passivity 
and overt submissivity. They showed the highest 
degree of hypersuggestibility in the group. 
Although they would not stand erect on com- 
mand, two patients did respond passively to 
forceful active extension of the spine by the 
examiner. All these patients were self effacing 
and exceedingly cooperative, priding themselves 
as being individuals who could get along with 
people. They yielded at the slightest show of 
aggression. They accepted humiliation without 
complaint. Typical is the statement of one of 
the patients, “I will do anything they say, any 
kind of treatment they give me. I can take it.” 
One of the patients who left home as an adole- 
scent because he could not stand his dominating, 
dictatorial mother, after a minor back injury, 
developed a camptocormia and returned to his 
mother, accepting completely her possessive, 
dictatorial attitudes. 

The difference in the personalities of those who 
developed the rigid erect spine and those who 
developed the camptocormia is found in their 
verbalized attitudes toward being pushed around. 
The camptocormia group were acquiescent to this 
affront, while those with tensely held erect spinal 
columns were defiant and antagonistic. 

It might well be that as the rigid spine in 
extension to the patient is an unconscious symbol 
of a defense against bending and yielding, so 
functionally rigid camptocormia could be a sym- 
bol of bending and yielding. 

Two additional male patients should be in- 
cluded in the discussion of camptocormia. Both 
had excessively possessive wives who insisted on 
being their husband’s spokesmen. They roundly 
condemned and criticized previous attending 
personnel. Both described their husbands’ symp- 
toms in very dramatic terms. The husbands 
acquiesced to the aggressive, possessive attitudes 
of their wives. Separation due to hospitalization 
created anxiety, although in one instance, there 
was an improvement of the conversion symptoms 
under treatment with activity therapy. Both 
hospitalizations were terminated after a brief 
period because of the rebellious, meddlesome atti- 
tudes of the wives. The two patients had func- 
tional rigid spines in extension, accompanied by 
pains in the low back. One patient gave a history 
of short periods of spinal column spasm in 
flexion. He, in addition, reported attacks of 
astasia abasia. The other patient had, in addition 
to his extension rigidity, a history of impotence 
and eneuresis which he stated began after the 
accident. Although this patient complained of 
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impotency he exhibited an infantile defense, the 
fantasy of potency symbolized in the eneuresis. 
I have included these patients with the campto- 
cormia group because passive dependent grati- 
fications were more prominent in their behavior 
than the defenses against passive, submissive 
wishes. 


Female Patients 
"T HERE were eight female patients in this series. 
The study of the personalities and the 
psychodynamics of the increased muscle tension 
in the women who developed functional 
back rigidity following industrial back injuries 
showed a similarity to the group of women 
patients with rheumatoid arthritis studied by 
Johnson et al. They state, “Two outstanding 
modes of behavior indicate the immediate dyna- 
mic situation: (a) All the female cases are 
classical examples of masculine protest reaction 
—a rejection of the feminine functions. The 
defense mechanism utilized by all of them is 
hostile masculine identification which produces 
the typical phenomen of bisexuality. The rejec- 
tion of the feminine role, the wish to be a man, 
is in many cases naively and openly expressed. 
In other cases it shows itself more in derivatives: 
being head of the house, controlling the environ- 
ment, and making the decisions. Interest in com- 
petitive sports is the most common manifestation 
of this pattern in earlier life. . . . In the deeper 
psychoanalytic material, the masculine identifica- 
tion appears at times through the utilization of 
the neck or limbs or of the whole body as phallic 
symbols. This identification has always a hostile 
connotation and is often linked with castrative 
impulses both in the form of grabbing with the 
hands and of oral incorporation. Such a com- 
petitive relationship with men serves as one 
means of discharging hostile feelings. (b) With 
few exceptions the cases show an excessive 
masochistic need to do for others, which serves 
both as a discharge of the hostility and as a 
denial of their own extreme dependent demands. 
The general psychodynamic background of all 
these patients is a chronic, inhibited, hostile 
aggressive state relieved by discharge through 
the two character trends discussed above.””® 
The authors further state, “In the little child 
the most primitive expression of frustration is 
random motor discharge. If, through punitive 
measures, this discharge becomes associated 
with fear and guilt, in later life whenever fear 
and guilt arise, a psychologic strait jacket results. 
These patients try to achieve an _ equili- 
brium between aggressive impulses and control. 
They learn to discharge aggression through 
muscle activity in ego-syntonic channels: hard 
work, sports, gardening, actively heading the 
house. They learn also to relieve the restrictive 
influence of the conscience by serving others. 
Whenever this equilibrium is disturbed by 
specific events which interrupt their adaptive 
mode of discharging hostility and relieving guilt, 
the chronic inhibited aggression leads to in- 
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creased muscle tonus and in some way to arth- 
ritis.’”’!° 

Six of the female patients in my series had 
pain in their backs with the same type of 
rigidity in extension as seen in the male patients. 
In addition, one had hysterical attacks of collapse 
and another had regional anesthesia of the 
limbs. A third had a typical astasia abasia. All 


the women had strong, aggressive personalities. . 


Two had sharp tongues, with critical demanding 
attitudes. All but one, and she a barmaid, had 
worked in factories for long periods of time. 
One of the patients had, in addition to working, 
taken the responsibility for the treatment of her 
diabetic mother. Another worked because her 
husband could not earn enough and gloried in 
the fact that she got up at dawn to do the 
housework before going to the factory. Three 
of the patients made a genuine effort to stay at 
work after their minor back injuries, but failed, 
and resorted to an excessive acting out of suffer- 
ing after giving in. 

One patient exhibited most clearly the psycho- 
dynamics of low pack pain. She had received a 
fracture of the right transverse process of the 
third lumbar vertebra in an industrial accident 
and was placed in a body cast. She exhibited 
much masochistic acting out behavior and re- 
quired the services of her husband while in the 
cast, contrary to her usual independence. She 
had never been ill before. Once she was able to 
get on her feet, she became active again. She 
returned to work as forelady in a large factory 
four weeks after the cast was removed, even 
though this sacrificed her status in litigation. 
Her complaints were a pulling, tight sensation 
over the lumbar vertebrae. She had pain on 
bending forward or laterally. Pain was relieved 
by hyperextension. 

The patient was an excellent executive with a 
large number of men and women under her 
supervision. When she was asked about her hus- 
band’s activities she stated, “He is a laborer.” 
She was asked if she made more money then 
her husband and responded, “Unfortunately not. 
I am underpaid for my work. But it is the same 
old story. You cannot get the same as a man.” 
The patient was captain of her bowling team 
and returned to playing this game during her 
convalescence on the advice of a physician. She 
stated, “When I found I could bow! 180, I re- 
turned to work.” 

This case illustrates how the interruption of 
the discharge of aggression and hostility in work 
and play for a woman to whom this adjustment 
is very vital, causes an increased muscle tension 
in the back which could be relieved by a return 
to active sports and work. 


Rejection Anger 

IN ADDITION to this psychosomatic explanation 
for increased muscle tension in the voluntary 

muscles there is the possibility that unconscious 

rejection anger, as suggested by Saul,'! may be a 

factor in the production of increased muscle 
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tonus. The majority of all patients in this group 
had a varied degree of rejection anger, but in 
no instance did this supplant the psychodynamic 
importance of the nuclear problems already out- 
lined. 


Treatment 

HAVE indicated the relative ease in which a 

representative group of male and female 
patients were induced to give up their conversion 
symptoms with a _ psychoanalytically oriented 
psychotherapy, associated with psychodynam- 
ically oriented prescribed recreation and exercise 
therapy. The technique for this treatment has 
been described by Solomon in other communica- 
tions.'*:!5.1415 This treatment reverses those 
untoward factors in the patient’s environment 
which encouraged the development of the conver- 
sion response. It gives him an authoritative 
figure he can trust rather than fear, and by so 
doing affords an outlet for aggressions in play 
rather than work. Characteristic of the patient’s 
response to this treatment has been the rapidity 
with which the symptoms can be reversed. Clini- 
cally this could be described as hypersuggesti- 
bility. Study of this response reveals, however, 
that it is an unconscious gratification of passive, 
submissive wishes to an authoritative figure. 
At times uncooperativeness toward the authorita- 
tive figure persists because of fear of retaliation 
due to unconscious guilt related to hostility. 


Psychoanalyzed Patient with Osteoarthritis 
‘THE patient who received psychoanalytic treat- 
ment was a white male, age 38, who came to 
be treated because of anxiety attacks. For him 
to face undefended passivity meant certain an- 
nihilation. The result was a constant restless 
need to stay on top of obstacles that stood in 
his way. Inhibited hostile aggressions were in 
part absorbed by compulsive fantasy formation. 
He had a mild osteoarthritis of the lumbar ver- 
tebrae which had been causing him much low back 
pain prior to the analysis. The patient’s com- 
plaints of pain in the back were not constant, so 
there was the possibility of working out a tenta- 
tive correlation between the attacks of pain and 
the specific unconscious tendencies existing 
simultaneously. When he had pain, it was more 
severe upon getting out of bed in the morning. 
The pain disappeared after he had been up and 
around a while. At times he was greatly fatigued 
in the morning as if he had not rested. He had 
pain when he sat on a hard chair, and pain upon 
prolonged standing, which disappeared on walk- 
ing. On the days that he had pain, he complained 
of greater fatigue in his back than other times. 
The patient found that the easiest way to relieve 
his pain and anxiety was to keep going. He 
could not sit. He found that exercise involving 
movement of the spine was helpful, and he be- 
came expert in bowling. Sometimes, the attacks 
of pain lasted only a day, at most during my 
observation of him they lasted for several days. 
After the patient became free of anxiety, his 
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attacks of pain occurred weeks apart. The patient 
emphasized the feeling of gratification he experi- 
enced in standing erect, firm, and well poised 
with both feet on the ground. 

The study of the psychodynamics of the pro- 
duction of low back pain in this patient provides 
confirmation of the formulation offered by the 
study of the industrial cases. When the patient 
was confronted with a situation which was diffi- 
cult for him to master or control, he would go 
into immediate action on a realistic or fantasy 
level in an effort to meet it. If his fear of meeting 
the situation caused a great deal of anxiety, he 
would attempt “to stand straight,” lest he bend, 
yield, or fall. At these times he would have 
attacks of low back pain. He was found to have 
numerous healthy and symptomatic ego defenses 
against passive submissivity, fear of father 
figures, and regressive dependence. 

As a result of this study it is believed that 
the essential psychodynamic factor in the pro- 
duction of low back pain is the threatened failure 
of the ego defenses against passive dependence 
and submissivity. Thereby there is introduced an 
alternate defense perhaps more primitive—that 
of holding the spine rigid in vertical extension by 
both voluntary and involuntary spasms. 

The therapeutic result in this patient was re- 
lated to great diminution of his ever present need 
to protect himself from being pushed around or 
dominated. He learned to enjoy appropriate de- 
pendence and to deal with pressure situations 
realistically rather than with tension and 
anxiety. 


Summary 
MUSCLE spasm is known to be a symptom in 
rheumatoid arthritis and hypertrophic arth- 
ritis during the prodromal periods of these ill- 
nesses and during periods of acute exacerbation. 
The increased muscle tonus in these instances 
is reflex or protective. The concept that the in- 
creased muscle tonus is in part a psychosomatic 
factor in the pathogenesis of the arthritis has 
been offered by Johnson et al. I sought to secure 
additional information on the increased muscle 
tension as a psychosomatic symptom by studying 
conversion syndromes following back injuries. 

The psychodynamics of increased muscle ten- 
sion during convalescence in back injuries are 
related to several predisposing psychologic fac- 
tors. 

The male patients were individuals in whose 
personality there could be demonstrated inade- 
quate or symptomatic ego defenses against 
unconscious passive, submissive wishes. The 
psychosomatic symptom of increased muscle 
tension appeared when there was a threatened 
failure of these defenses. 

In the women, concerning whom my material 
was less complete, the psychodynamics were 
found to be related to the interruption of mascu- 
line protest work adjustments in all but two 
cases. In these two cases, there was interference 
with home adjustments of the types which coun- 
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teract unconscious hostile attitudes. 

The psychodynamics observed in the women 
confirmed those worked out by Johnson et al. In 
their series of cases, non-traumatic in character, 
the interference in the activities which carried 
the unconscious hostile aggressive impulses was 
stressed as the important, precipitating factor. 

In the patients who developed increased muscle 
tension following back injuries, particularly the 
males, it was found that the disturbing emo- 
tional stimulus which stirs up the nuclear conflict 
was related to the psychologic conditions peculiar 
to the sequence of events which follow injuries. 
These involve the psychologic meaning of being 
injured, the locus of the injury, reactions to- 
wards people with whom the patient comes in 
contact after being injured, loss of emotional 
gain which comes from work, and response to the 
existence of a protracted disability. In other 
words, the personality of these patients is 
particularly vulnerable to the series of circum- 
stances which follow their accidental injury. 

The concept that the increased muscle tension 
which leads to functional back rigidity is a phys- 
iologic response to the discharge into these 
muscles of unconscious, aggressive hostile im- 
pulses, suggests the explanation that stiffness is 
a symbolic defense against bending or yielding 
because of unconscious wishes in this direction. 

Injury to the back seems to have special 
psychologic significance to these patients. I have 
not observed this type of back rigidity syndrome 
with injuries to other parts of the body; how- 
ever, I have frequently observed similar conver- 
sion muscle tonus increase involving other 
anatomical units when these units are directly 
injured. Spread of the increased muscle tonus to 
other functional anatomical parts was observed 
in this series. It may be that the highly developed 
phylogenetic physiologic and anatomical path- 
ways which associate body movement with 
emotion and ideation in our daily life, together 
with a general human tendency to think and 
feel in terms of symbols in dreams and the arts, 
prepare for a discharge of unconscious ten- 
dencies into motor conversion syndromes in 
the anatomical part when this part is involved in 
an injury. It may be that this mechanism is 
at work in the production of the site for arth- 
ritic changes. 

A study is in progress on the differences in 
psychodynamics, if any, associated with the 
psychosomatic symptom of increased muscle 
tonus following injuries to anatomical units other 
than the back. My belief is that there will be 
found significant although slight differences 
related to the actual or symbolic function of the 
anatomical unit. It is to be noted that, “Rheuma- 
toid spondylitis is 10 times more common in 
males than females.’'* It may be possible that 
the psychodynamics of increased muscle tension 
in men in the presence of cultural taboos against 
passivity may be an etiological factor in their 
prediliction for rheumatoid arthritis of the 
spine. 
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Although other factors, those of infection, 
metabolic, traumatic, and postural, are involved 
in the production of arthritic changes in the ver- 
tebral joints, the evidence submitted here would 
seem further to substantiate the premise that the 
psychosomatic symptom of increased muscle ten- 
sion is a predisposing cause if not a precipitat- 
ing factor of an attack of arthritis. 
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Low Back Pain: The X-Ray Viewpoint 


JAMES T. CASE, M.D., F.A.C.S., 
Professor of Radiology and Head of Department, 
Northwestern University Medical School, 
Chicago 


WANT to commend DR. SLOAN for an admirable 

discussion of low back pain. In it he men- 
tioned just about every possible cause. It would 
be futile to attempt in the short time at my 
disposal to illustrate all of those conditions or 
even a major portion of them by exhibition of 
roentgenographic slides. I have, therefore, 
selected six or seven topics which relate mostly 
to the lower back which should be interesting and 
profitable. 


IN DEALING with the possibility of a compression 

fracture of the spine, there are some precau- 
tions which must be taken to avoid error. In the 
first place one must have good films, and that 
includes a lateral film. I often see attempts to 
evaluate a back injury with only an anteropos- 
terior film of the part under suspicion. A lateral 
film is an absolute necessity. Indeed, I believe 
the time has come when we should include right 
and left lateral oblique films in every spine study, 
especially in the cervical and in the lumbar re- 
gions. Only in this way will it be possible to 
determine the presence or absence of defects in 
the posterior elements of the vertebrae, and ob- 
serve whether or not there is encroachment upon 
the intervertebral foramina. At first, one would 
do well to have these oblique films stereoscopic, 
for in that manner only is it possible to really 
obtain a true conception of the integrity and 
relationship of the intricate posterior interarticu- 
lating elements of the vertebrae. 

In the next place, it is a mistake to try to 
show all of the spine in one film; or for that 
matter, any considerable portion of the spine. It 
is better to make a series of smaller films, cover- 
ing a lesser number of vertebrae in each film, 
but with the tube centered in such a manner as 
to show the interspaces clearly. In a large film, 
it is usually impossible to show all of the inter- 
spaces in true perspective because of the diver- 
gence of the rays emanating from the target of 
the tube. This difficulty is diminished if the tube- 
film distance is increased to the minimum of 36 
inches, and better still to 40 inches. For the cer- 
vical region it is easy to increase the tube-film 
distance for the lateral film to two meters. 

In the lumbar region, for instance, with care 
in the technical factors and the placing of the 
patient, it is easy to obtain correct conceptions 
of the details of each of the vertebrae. We note 
that the fifth lumbar interspace is often nar- 
rower than the other lumbar interspaces; that 
the fifth and sometimes the fourth lumbar ver- 
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tical bodies, in lateral projection, present a wedg- 
ing of more or less degree, with the anterior 
vertical diameter greater than the posterior ver- 
tical diameter, whereas in the dorsal region, 
especially in the mid-dorsal vertebrae, there is a 
normal wedging of slight degree with the an- 
terior vertical diameters of the bodies less than 
the posterior vertical diameters. A realization of 
these facts will make one cautious about diagnos- 
ing a compression fracture in either of these re- 
gions, unless there are previous films showing 
unmistakably a fracture. 

The above remarks apply particularly to those 
cases in which a fracture of the spine is alleged 
on the basis of an x-ray examination made six 
or eight months after the alleged injury and 
without any earlier films of the spine being 
available for comparative study. When one deals 
with an elderly person, or with one even as early 
as the late forties and in the fifties, we very often 
find osteoporotic changes in the skeletal struc- 
tures which in the spine lead to wedging (com- 
pression) of vertebral bodies, sometimes of only 
one, though often of two or more, and at times 
with intervening undeformed vertebral bodies. 
The normal wedging which is seen in the dorsal 
region may be considerably exaggerated in cases 
of senile osteoporosis, so that an erroneous diag- 
nosis of compression fracture is not infrequently 
made. Wedging is also frequently observed as a 
signal of juvenile epiphysitis. In the lumbar re- 
gion, as noted, the opposite is often true and we 
have vertebral bodies with the posterior vertical 
diameter shorter than the anterior correspond- 
ing diameter. These are normal changes occur- 
ring in connection with osteoporosis in individu- 
als who are getting past the prime of life. In 
some it becomes operative earlier than in others. 
If such an individual is injured, especially if the 
films are made only after a lapse of several 
months following the accident, it is easy to as- 
sume and allege that a compression fracture has 
occurred. 

On the other hand, if a previous fracture really 
has occurred, there are usually certain charac- 
teristics which indicate the healing of the frac- 
ture. The deformity is somewhat irregular, we 
see the break in continuity of normal linear 
markings, we find associated callus with new bone 
formation, evidences of associated transverse 
process or costal fracture, and calcification oc- 
curring in damaged neighboring soft tissues. The 
case of healed old fracture is likely to involve 
only one vertebra and the interspace above, some- 
times below, the injured vertebral body is likely 
to be narrowed. On the other hand, if it is just 
a slight wedging, with slight diminution of the 
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anterior vertical diameter as compared with the 
corresponding posterior diameter, especially if 
seen in more than one vertebral body and with- 
out irregular narrowing of the interspace, it 
is most likely a nutritional change and not one 
due to fracture. Of course, with acute fracture, 
the break in continuity of the linear border or 
borders of the vertebral body should be demon- 
strable; the line of the fracture in the vertebral 
body should be discernible. 

Then, too, there are other causes of wedging or 
compression of vertebral bodies which should be 
thought of, such as metastatic carcinoma, tuber- 
culosis, luetic disease and other forms of spinal 
disease (syringomyelia, for instance) which are 
frequently associated with vertebral body de- 
formities. We may say in passing that meta- 
static carcinoma of a vertebral body does not 
primarily deform it; the malignant process weak- 
ens the bone, either by osteolytic or osteoplastic 
activity, the deformity occurring from stress 
of some kind, such as weight bearing or trauma. 


IN STUDYING spondylolisthesis, the lateral films 

are an absolute necessity, and oblique lateral 
films are valuable as additional aids. In a typical 
case there is a forward position of the fifth lum- 
bar in relation to the first sacral segment. It is 
obvious that there must be a solution of con- 
tinuity of one or both of the posterior elements 
of the fifth lumbar vertebra to permit a forward 
displacement of the vertebral body. It is the 
task of the radiologist to demonstrate that defect 
in the pedicle or in the isthmus, and for this the 
oblique lateral films are most helpful, especially 
if made stereoscopically. A spondylolisthesis may 
occur higher up, involving the fourth or the third 
lumbar vertebral body, or even higher. Occasion- 
ally we find more than one slip in the same spine. 
Occasionally, very rarely I believe, we find a ser- 
rated contour in the margins of the break in the 
isthmus which is compatible with a recent injury, 
and in such cases, with an appropriate history 
one may accept that it is an acute spondylolis- 
thesis due to an immediately recent fracture in 
the pedicle. This, however, is rare. If it were 
true, then serial studies of the spine should show 
in the following weeks and months a new bone 
formation in the way of osseous callus incident to 
the attempt at healing, though such healing is 
embarrassed by the separation incident to the 
forward displacement of the body of the vertebra. 
If the subsequent films show a progressive repar- 
ative change, then the diagnosis of acute fracture 
in the primary film may be supported. 

Usually, however, it is my experience that 
when we discover a spondylolisthesis in x-ray ex- 
amination, it is already an old process, dating 
back probably to adolescence, and based upon 
a congenital hiatus or weakness in the pedicle 
on one or both sides of the vertebra which we 
now find exhibiting the spondylolisthesis. I am 
very skeptical of spondylolisthesis appearing as 
an acute accident. I would not take the stand 
that it cannot occur, but I am very skeptical of 
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it. I had the opportunity of studying the spine 
in one thousand men engaged in heavy labor 
exactly comparable to the heaviest kind of work 
incurred in railroading. These men were studied 
as a pre-employment investigation. They had no 
symptoms of backache, no history of accident of 
any serious nature; yet in that group of one 
thousand we found 36 cases of spondylolisthesis, 
in some cases so marked that it was accompanied 
with gross alterations of hypertrophic osteo- 
arthritic character with marginal lipping which 
had served to build up and support the inter- 
space which would otherwise have been damaged 
by the slip. At what date these slips occurred I 
have no definite idea, except that we know con- 
genital weakness and faults occur in the spines 
of adolescents. I show you a slide now, of the 
lumbosacral region in a woman first seen as she 
was about to enter labor for the birth of her 
second child. This deformity was found in the 
course of a pelvic mensuration by means of the 
x-rays. It did not offer any serious obstacle to 
the delivery of her child which was born without 
the aid of forceps, and she denied that she had 
ever had any accident, yet you can see that the 
displacement is complete, with the lower border 
of the fifth lumbar vertical body lying anterior 
to the first sacral segment. In this case the hiatus 
in the posterior elements of the fifth lumbar is 
evident. One can even see that there is cortical 
bone on the opposing edges of the two parts of 
the isthmus. This is much against the assump- 
tion that there was a fracture; it must have been 
a congenital hiatus. 


WE FREQUENTLY see in anteroposterior films of 

the spine, especially in the lumbar region, a 
splitting off or separation of the inferior tip of 
one or both of the articular processes, with corti- 
cal bone on both sides of the hiatus. These are 
frequently observed in routine spine examina- 
tions or in the course of urinary tract studies 
where we get excellent films anteroposteriorly 
of the lumbar spine. We have found as many as 
four such lesions of this sort in one patient, 
without. disability or complaint relating to the 
back and no history of accident. So when we do 
examine an accident case and find such a separa- 
tion of the tip of one or more of the articulating 
processes, we must consider the probability that 
the defect is developmental and that it was not 
the result of the accident. Again, if it is the 
result of the accident, subsequent serial films 
will show some effort at reparation of the frac- 
ture. 

We often find apparent narrowing of an in- 
tervertebral space in connection with obvious 
osteoarthritic hypertrophic marginal lipping. In 
these cases the apparent narrowing of the inter- 
space may be due to one or both of two factors: 
There may have occurred a degeneration of the 
disc substance with thinning, or the overlapping 
shadow of the bony marginal lipping on the sides 
and front of the vertebral body may give a false 
impression of narrowing of the interspace. 
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We are often called upon to make an ordinary 
x-ray examination of the spine in connection with 
suspected damage to an intervertebral disc with 
posterior protrusion or retropulsion of some part 
of the disc, usually of the nucleus pulposus. This 
may be in cases where the neurological findings 
seem to indicate unmistakably that such a lesion 
has occurred. The ligamentious structures which 
aid in keeping the intervertebral disc in its place 
are weakest just to the right or left of the mid- 
line posteriorly; so if there is a probability of 
compression of the disc it is most likely that the 
posterior protrusion will have occurred to the 
right or left of the midline posteriorly, perhaps 
to both sides. But I can give my opinion that 
the simple x-ray study without the use of con- 
trast material in the spinal canal is usually nega- 
tive, even in positive cases. Although such x-ray 
examination is and should be done in every case 
of suspected disc lesion, it rarely gives positive 
evidence which indicates damage to the disc un- 
less contrast means have been employed. It 
is my experience that the positive diagnosis is 
possible without the contrast means in the hands 
of a competent neurological examiner, though 
some neuro-surgeons desire the contrast study 
for confirmaton in cases in which surgery has al- 
ready been decided upon. It is a fact that retro- 
pulsion of the nucleus pulposus may be present 
without the slightest narrowing of the interver- 
tebral space; at least 30 or 40% of cases fail to 
show such a narrowing. And in numerous cases 
where I have examined patients after successful 
relief of symptoms by excision of the herniated 
portion of the disc, I have failed to find a nar- 
rowing of the interspace, even in cases studied 
as long as five years after the successful oper- 
ation. 

Just a word about calcification of the nucleus 
pulposus. The calcification usually involves more 
than one disc, often separated by several normal 
discs. The calcific deposition is usually more 
or less symmetrical, smooth bordered, centrally 
placed, so that there is no question about its 
identity as the calcific nucleus pulposus. The 
question sometimes arises as to whether such 
calcification may be the result of an accident, 
and to what symptoms it may give rise. I per- 
sonally doubt if it gives rise to symptoms. I 
doubt if it can occur as the result of an acute 
injury. The literature I have been able to find 
indicates that it is the constant recurring trauma 
of daily stress in a disc which has suffered some 
nutritional damage which is likely to bring about 
the calcification rather than some acute severe 
injury. 


S HAS been mentioned by other speakers, me- 
tastases have to be considered in the study of 
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low back pain. I will show you some slides of a 
few of the commoner malignant lesions which 
may result in low back damage, such as carci- 
noma of the breast, of the prostate, from bron- 
chogenic carcinoma, myeloma and hypernephro- 
ma. Carcinoma of the breast and carcinoma of 
the prostate are the only malignant lesions likely 
to result in osteoplastic metastatic lesions—most 
prostatic carcinomas and about 10°, of breast 
carcinomas. The other metastatic malignant le- 
sions are of lytic character. Leukemia, brucello- 
sis, hemangioma, giant cell tumor and many other 
less common diseases may also be found with spi- 
nal manifestations. 

Another cause of low back pain which ought 
to have some discussion is rheumatoid arthritis 
or Marie-Striimpell’s disease. In the well devel- 
oped case there is little that can be done to help 
the patient, as in cases where the extensive cal- 
cification of the intervertebral ligamentous struc- 
tures have converted the spine into a “poker 
back” or a “bamboo spine.” There is no use in 
subjecting such patients to x-ray therapy for 
it will be futile. But in the early cases, x-ray 
therapy is likely to afford much relief, sometimes 
of an almost miraculous nature. If we watch our 
x-ray films of cases of back pain with special ref- 
erence to the sacro-iliac joints, we may pick up 
early cases of rheumatoid arthritis by noting 
the blurred aspect of the sacro-iliac articulations. 
This is a disease likely to be found in men, be- 
tween the ages of 15 and 35, only rarely in wom- 
en. The signs of sacro-iliac arthritis in young 
men may often foreshadow the development later 
of the characteristic findings of Marie-Striim- 
pell. Appropriate orthopedic management, with 
attention to endocrine and vitamin requirements, 
plus x-ray therapy can work miracles in these 
cases. The gonads should be protected. The 
treatment should be confined to the spine and 
its immediate environs. The x-ray treatment is 
based on the well-known value of irradiation in 
the management of inflammations. Opinions 
concerning the mechanism by which this good 
effect is obtained differ; but it seems likely that 
the effect, among other possible factors, depends 
upon normal cellular response to tissue irritants, 
the effect upon the vascular system (dilation of 
the capillary network and subcapillary plexus) 
with the production of active hyperemia, and an 
increase in the efficiency of antibodies. The re- 
lief of pain has been thought by some to be 
closely associated with the rapid elimination of 
toxins and edema attending the artificially in- 
duced hyperemic state. Whatever the explana- 
tion, the fact remains that in many types of in- 
flammation, irradiation is an effective therapeutic 
agent. Certainly it has proved helpful in many 
cases of Marie-Striimpell disease. 











Low Back Pain: The Neurosurgical Viewpoint 
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[NOTE: DR. OLDBERG spoke extemporaneously 
and informally, without notes. The following is 
the transcript of his remarks as given.—ED.| 


HE low back pain of neurosurgery is not a 

very important one. Low back pain becomes 
associated with other things that fall into the 
neurosurgical realm. Among them is sciatica, 
because the greatest cause of sciatica, at least 
95%, is protusion of an intervertebral disc. So 
instead of talking about low back pain, I will 
outline for you as best I can the problem of pro- 
trusion of the intervertebral disc and bring it up 
to date, and tell you about how I believe, as I talk 
to my colleagues around the country, it is being 
considered and treated. 


You all know what the syndrome is, but I don’t 

think it hurts sometimes to review. Protruded 
intervertebral disc has always existed, of course, 
as long as man could walk upright. When I was 
a medical student no one knew exactly what the 
cause of it was. It was being treated by fusion, 
by stretching the sciatic nerve, by both closed 
and open methods, by injection with saline. I 
did many, many injections with saline of the 
sciatic nerve before I knew what the real cause 
of the sciatica was. 

About 1923 a couple of cases of protruded disc 
were reported by Walter Dandy. Dandy took 
credit for having been the first to describe that 
syndrome. He told me he was the man who first 
called attention to protrusions of the interver- 
tebral disc, but if you read his report you can 
see that he didn’t recognize their significance 
at all. He simply had a couple of cases and, as 
a matter of fact, they were thoracic protrusions. 

When I was with Dr. Cushing we had a pro- 
truded disc. He thought it was from chondro- 
matous tumor. While he was describing it as 
being protrusions or extrusions of this material, 
he didn’t recognize the significance of the lesion 
nor did he attempt to associate it with the usual 
picture of low back pain and sciatica. 

A little later in the French literature a few 
cases were reported, but they were cervical cases. 
The first protruded discs reported as such abroad 
were reported in France as cervical protrusions, 
and there again you are dealing with a very 
small segment of the protruded disc problem. I 
would say that not more than 5% are in the 
cervical region, and the vast majority that give 
the syndrome there are not surgical cases. They 
respond much better to conservative means, and 
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we never operate on them unless we are pushed 
into it. 

The first man who really called attention to 
the magnitude of the problem—not of the clinical 
syndrome but to the fact that disc material would 
extrude itself and go to other places—was 
Schmorl. Schmorl, living in Germany where 
autopsies were permitted on everyone, studied 
something like 7,000 spines in postmortem speci- 
mens, and he describes the fact that the disc is 
an important structure from a clinical stand- 
point; that it contains the nucleus pulposus, which 
is the remnant of the notochord, the center of it; 
that apparently the nucleus pulposus is in there 
under tension, just as the center of a golf ball 
is under tension, so that there is a tendency for 
the content to protrude itself. Schmorl, however, 
wasn’t so much interested in herniations in the 
spinal canal as he was in herniations into the 
vertebral body. You know we call the cup-like 
depressions Schmorl’s nodes. He showed many 
specimens. They are due to nucleus pulposus 
material herniating up into the body of the 
vertebra. 

About 14 years ago the problem really was 
brought to general clinical attention by Mixter, 
of Boston. He is generally given credit for being 
the man who has brought the disc problem before 
the medical profession, and everything really 
dates from Mixter so far as handling these cases 
is concerned. He reported on a fair series of 
cases of this condition, and immediately follow- 
ing that it was taken up in various clinics. 

I think that when the syndrome was first de- 
scribed, they went overboard about it. I know 
there are some clinics, which I will not name, 
that had hundreds of operations on people with 
dises per year, which I think is a pretty large 
number. It means literally that you are operating 
on everybody as soon as he tells you he has a 
backache. 

So there was great enthusiasm at first—which 
is the point I am trying to make—and then like 
everything else in medicine things simmered 
down, and I think they have now simmered down 
to a fairly static position. The only thing that 
hasn’t simmered down, and I will mention that 
a little later, is whether operations for this con- 
dition should be accompanied by spinal fusion, 
to keep the spine from moving. We still don’t 
know the answer to that because we haven’t done 
them in large enough numbers for a long enough 
time to learn the recurrence statistics. 

Now, what is a protruded disc? A _ pro- 
truded disc is not real protrusion of the disc but 
protrusion of the material from the disc, the 
nucleus pulposus material. 
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AN intervertebral disc is constructed so that 

it merges by fibers running in all directions— 
mostly in a circular fashion but also in other 
directions; it merges itself right into the carti- 
lage lining the vertebral body. In the center of 
it is a nucleus pulposus, which as I said, is a 
remnant of the notochord. The disc is held in 
place by ligamentous fibers that run longitudi- 
nally up and down the spinal column. There are 
some places at which those fibers are sufficiently 
developed so that we actually call them ligaments. 
There is, for instance, an anterior longitudinal 
ligament that holds the disc from protruding 
between the vertebrae into the abdominal cavity; 
and there is a posterior longitudinal ligament 
here, which is fairly well developed in the mid- 
line, but as you go laterally it thins out. Then 
there are lateral longitudinal ligaments in the 
same way, with thinning out of the ligamentous 
fibers as you go laterally. 

The only one we are interested in, of course, 
is the posterior longitudinal ligament. That is 
fairly well developed in the middle, and weakly 
developed laterally, so that when a patient gets 
a disc injury—and there usually is a history 
although the patient isn’t always able to give 
you that history—what happens is that when he 
injures his back by suddenly putting a strain on 
it, by either falling in a sitting position or slip- 
ping while carrying something heavy, or some- 
thing of the kind, and at the same time twisting 
—the weak part of the ligament tears. 

There is usually a twisting as well as a force 
on the length of the spinal column. When the 
ligament tears, some of this soft material simply 
herniates out, partially protruding itself into the 
canal, and if it does so, it will lift the root over 
itself, so that the root is leaving the canal just 
as though it were running over the knuckle of 
your finger. It lifts up. 

Almost all injuries occur where the spine is 
most vulnerable. I am sorry we don’t have a 
skeleton here. You will remember, however, in 
that part of the spine there is a curve which is 
most marked at the lumbosacral junction. The 
fourth and fifth lumbar vertebrae are at the apex 
of this lower body curve. That is the reason, 
probably a very simple mechanical reason, why 
at least 95% of all disc protrusions occur at that 
level. They occur there because the spine is made 
in such a way that stress affects it much more 
there than elsewhere. 

That is also the reason why in the straight 
part of the spine, the dorsal, thoracic, you virtu- 
ally never have disc protrusions, because the spine 
is straight. So, when a patient gets an injury 
that suddenly puts a down force on his spine, and 
particularly a twist at the same time, he may 
rip those fibers lateral on one side or the other 
to the posterior longitudinal ligament, and some 
nucleus pulposus material will herniate out. 

The usual story, when there is definite injury 
back of the protrusion, is that there is back pain 
first. Sometimes it doesn’t come on immediately ; 
other times it does. I would say that the disc 


INDUSTRIAL MEDICINE 


Page 17 


cases I see—-and I see a great many real ones and 
a great many imaginary ones, too—but of the 
real ones I see, I would say that about the com- 
monest is that the paient says he felt a snap in 
his back and had to sit down and rest a little. 
He may work the rest of the day or part of the 
day, but when he tries to get up the next morning 
he finds he can’t get out of bed. 

I have seen that over and over again. It is a 
very common story. The reason is that he pro- 
duced his injury at the time he tried lifting or 
at the time he had his fall, and, like everything 
else that may be injured in the body, the painful 
symptoms progressed in the next few hours. In 
addition to that, the patient goes home and to 
bed, perhaps with his wife in a double bed, with 
an innerspring mattress, an old bed that sags 
quite heavily, and he lies with his back in a 
hammock position all night long. All that time 
he is squeezing or keeping the disc squeezed out 
against the nerves in the back, the nerve roots 
that go out of the region of the disc protrusion. 
So, by corollary, then, you take away the hammock 
position of the average bed from people by giv- 
ing them a bed board. I invariably do that the 
first time I see them. I always tell them to get 
a bed board, although I must say a good many 
had found out they had to sleep on the floor before 
I ever saw them. You tell them to use the bed 
board to give them at least eight hours without 
further irritation of the nerve roots by that 
position. 


Wat are the findings going to be with this 

protrusion? As I told you, 95% of them occur 
between the fourth and fifth lumbar vertebrae 
or the fifth and the sacrum. Of those, they are 
considerably more common between the fifth 
lumbar and the sacrum than between the fourth 
and fifth lumbar. 

If they are between the fifth lumbar vertebra 
and the sacrum, there will be certain salient 
features, after the patient has had some time to 
develop findings. You must realize that except 
in extreme cases, you won’t have any objective 
findings except muscle spasm in the back for 
some little time; but as months go by, if this is 
a recurring thing, they very often will slowly 
get better the first time, and then something 
happens later and they get a recurrence. By the 
time that has happened a few times or the origi- 
nal syndrome has persisted a number of months, 
you have certain objective findings which usually 
occur. With these protrusions between L-5 and 
the sacrum, the patient will have initial pain, 
backache. The backache usually recedes. In other 
words, the rupture that has occurred at the time 
of the disc protrusion, at the time of the tear of 
the longitudinal fibers, will gradually recede be- 
cause it heals You might not have sciatic radi- 
ation of pain for some little while because it 
takes time for that nerve root, which is usually 
the first sacral root, to become irritated enough. 

So the backache recedes and the sciatica be- 
comes more evident. Very often in the history 
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the patient will state that if he coughs or sneezes 
it increases pain or radiation down part of the 
sciatic nerve, at least, and the reason is because 
every time you cough, sneeze or strain, you 
suddenly dilate all the epidural membrane in the 
spinal column and that increases the pressure 
against the nerve root which is already hooked 
over the protruded section of the disc. Each time, 


that bumps it and produces a radiation of pain.. 


When you see the patient standing in front of 
you, he very often will be trying to stabilize his 
own back, so the normal lordosis would not be 
as marked as it normally would be. If it is early 
in the case there may be some muscle spasm, 
although, as I said a little while ago, when the 
injury to the back itself heals, the muscle spasm 
will largely disappear eventually. 

When you try to take his leg and raise it, by 
raising the thigh and then straightening the knee 
or raising the whole leg straight, that hurts. The 
reason for the hurting, of course, is that you put 
a pull on the side of the nerve, and that is trans- 
mitted clear up into the canal and the root which 
is involved. As I said, the first sacral root is 
usually the root involved, and that pulls it down 
across the protrusion, and you get pain for that 
reason. 

If the condition has existed for a long time 
there may be some atrophy of the muscles of the 
calf, and very often there is loss of sensation 
along the lateral aspect of the calf and some 
numbness either on the lateral side of the foot 
or sometimes in the great toe, depending on which 
nerve root is involved. 

I think I heard Dr. Case say when I came in 
that x-rays of these patients very often show 
nothing. Most of the time x-rays of the spine 
are normal in disc protrusions. Now, what is 
the reason for that? The reason is that the inter- 
vertebral is in the lower lumbar spine, which is 
a pretty big structure. The protrusion of the 
nucleus pulposus material is only a small fraction 
of the bulk of that disc, and that isn’t enough to 
allow the two contiguous vertebrae bodies to 
settle together and narrow up the interspace. 
Sometimes in an old case or in an operated case 
after a certain lapse of time there will be narrow- 
ing of the intervertebral space because once you 
have injured an intervertebral disc in this way 
or operated on it and removed a protruding part 
of it, there is some atrophy of the bodies to settle 
together. But the average acute case or even 
chronic case will have perfectly normal x-rays. 

I omitted to mention that, of course, there will 
be reflex changes eventually in any disc case. If 
there has been sciatica associated with the disc 
injury and the first sacral root is involved, the 
ankle jerk will be absent. If the fourth and fifth, 
the knee jerk will be diminished. Sometimes these 
are multiple discs, and then you find both the 
knee jerks and the ankle diminished or absent. 


"T HOSE are the objective clinical findings. I have 
just mentioned the x-ray findings. Now, what 
are you going to do with protruded discs? 
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I think there are a lot of things to be con- 
sidered. The first is that, like everything else in 
medicine, I don’t believe I care to be operated 
upon for anything unless it is absolutely neces- 
sary, and we have to treat our patients the same 
way we like to be treated ourselves. Therefore, 
I don’t rush anybody, even with a frank disc syn- 
drome, into the hospital. I tell them there are 
really only two things that can be done. One is 
to use a bed board immediately, that same night, 
and use it possibly the rest of life. The other 
is don’t even lean forward to pick up socks from 
the floor; squat down to pick up anything, and 
don’t do any forward bending. 

Other auxiliary things I haven’t found of much 
use. I would say that less than 50% of the patients 
I have seen with true discs have been benefited 
by braces or corsets. I always tell them if they 
want to try it, all right. If it helps them, fine, 
but I don’t like to promise much by it because it 
doesn’t give enough support to help very much as 
a rule. Diathermy, heat treatments, and such 
things do more harm in more cases than they do 
good. Of course, they don’t actually do harm, but 
they increase the pain, and the reason for that 
is they produce some congestion, and the reason 
there is pain in the first place is that there isn’t 
enough room down there. When you use heat, 
the vessels swell up. I think many of you will 
remember the patients saying they hurt worse 
after heat or diathermy than before. I do believe 
in telling them to use a bed board and to avoid 
lifting, and to carry on for a while and see how 
it goes. A disc protrusion, after all, except in the 
rare cases where it is mid-line and produces a 
cauda equina block—which can happen, but isn’t 
common—is really mostly a painful condition. 

There is rarely enough atrophy or weakness to 
damage the patient very much unless he is a foot 
racer or something of the kind. But an ordinary 
citizen doing ordinary work is not damaged, only 
hurt. Whenever you see a person with that you 
learn by bitter experience—if you didn’t have 
enough sense to know it in the first place—that 
any time you do an operation for something that 
hurts, unless the patient asks you for the oper- 
ation, it is likely to bring repercussions later. A 
disc is mostly painful, and I think it is better to 
let the patient come in and say, “I can’t take it 
any more; I have too much pain; I am losing too 
much time and I would like to have it fixed.” 


Now, as far as fixing is concerned, I think we 
haven’t done discs long enough so that we 
really know what the eventual recurrence percent- 
ages are going to be. There are definitely recur- 
rences with some of them. We do not cure every 
patient. I would say that a large share of them, 
certainly a good majority, are among our most 
grateful patients. When they come in with sciat- 
ica and leave the hospital 10 days later without 
any pain and feeling fine, they are very grateful. 
But every once in a while one of them comes back 
in a year or so with a recurrence of pain. So you 
don’t cure all of them no matter what you do. 
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Now, since we don’t know enough over a long 
enough period of time to be absolutely certain of 
the right way to treat these things, I think it is 
better to do less than more in surgery. So what 
I do is just remove the ligamentum flavium, the 
ligament that joins the two lamina together, and 
nip out a little bone around it. I rarely take off 
more than half a lamina, usually less than that, 
and sometimes no bone at all. There is no par- 
ticular advantage in that, and I think every mis- 
take you make in surgery is due to poor exposure, 
so I get good exposure. If I don’t have to take 
any bone off to get it, I don’t, but if I have to 
take it off, I do. I retract the nerve root and feel 
around and find the protrusion and simply remove 
what is protruding. Usually the ligament is 
stretched very thin and all you have to do is 
thrust in the forceps and some of this white, 
rubbery material will protrude itself, and you 
lift it out. I get down inside with a small curet, 
make sure there are no other loose pieces that 
have to come out, and I quit right there. 

Now you are going to ask me what about myel- 
ograms before I do that operation, because I 
am here to tell you I don’t always find it. I have 
found some discs in people that had very little to 
show, although I don’t operate just for nothing 
and I am not talking about the finances of it. 
I mean I wouldn’t operate on anybody unless: I 
thought there was a chance of finding something. 
But in some with fairly minimal objective find- 
ings I have found discs; and in other cases with 
good sciatica, sensory loss, loss of ankle jerk, and 
so on, I haven’t been able to find a disc. Even 
when I altered the position of the table in various 
ways to try to pop the thing out, it wouldn’t come 
out. 

So you are going to ask why don’t I do myelo- 
grams. The reason is two-fold. I don’t say I 
don’t do them, because once in a while when we 
think we are going to get something from them, 
we do—but rather rarely, and for two reasons. 
In the first place, I have seen plenty of myelo- 
grams that didn’t show anything, and the patient 
had a disc that should be removed. I have seen 
others that had a very definite filling effect, and 
when you went in and looked for a disc, you 
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couldn’t find anything. So it isn’t too accurate; 
and even more inaccurate so far as cervical discs 
are concerned. The other aspect, and the reason 
aside from the industrial complications of put- 
ting stuff in the spine that you can’t get com- 
pletely out again—the other reason that I don’t 
use myelograms is that it is easier just to look. 

After all, the operation itself is pretty innoc- 
uous. It doesn’t take very long. I never had any 
serious complications with any patient, and I 
don’t see why anyone should who is used to oper- 
ating in that region. It is innocuous, so I think 
it is better to explore. In fact, I use that word 
with my patients. I tell them it is better to ex- 
plore and see what you have. You can’t tell until 
you get in there whether you are going to find 
something. 


Now, as to whether one should do a fusion. I 

don’t think it is proved yet as to what is the 
best thing to do. I would say in general not, be- 
cause a fusion is really just giving the patient a 
permanent bed board, you might say. The only 
purpose fusion has in a disc operation following 
the removal of the disc is to stiffen the spine so 
that no more material can pop out and so the irri- 
tated nerves in that vicinity are not continuously 
irritated by motion. 

You fix the joint so it can’t move. That is fine. 
If it were all as easy as that, it would be good. 
But the trouble is in spinal fusion, if you have 
a recurrence a year or so later, you have an awful- 
ly messed up area to go into again and try to do 
something about. 

I am not going to be dogmatic about it. Maybe 
that attitude is wrong, but I have it, simply based 
on what experiences I have had and on the fact 
that when in doubt about anything surgical, do 
the simple thing and don’t get any more compli- 
cated about than you have to. 

But to put these substances into the spinal 
dural sheath and poke them around is a big pro- 
cedure. It means a lumbar puncture and leaving 
a needle in for some time, a lot of x-rays, and 
trying to get all the material out again. You put 
the patient through something that is very un- 
comfortable. That is my feeling about that. 











Low Back Pain: The Orthopedic Viewpoint 
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ORTY years ago, pain in the low lumbar region 
was a frequent, but comparatively simple, dis- 
order. If it did not come from the kidneys, or 


the pelvic organs, or from metastatic carcinoma, 


or tuberculosis, it was generally called lumbago. 
This satisfied the patient, and the treatment by 
hot packs, salicylates, and rest in bed seemed to 
cure nearly all of the complaints. 

Then Goldthwait discovered the possibilities of 
the sacro-iliac joints, and a long era of manipu- 
lations by doctors and osteopaths and chiropract- 
ors relieved some of these unlucky people, and 
made some of them a great deal worse. 

Not long after this, it became evident that 
nearly all sacro-iliac joints are really very sturdy 
and strong, and hardly ever cause any pains at 
all. This sacro-iliac delusion, however, still per- 
sists in many parts of our country, in spite of 
the fact that Gaenslen’s test readily rules out the 
sacro-iliacs and locates the pain in some other 
part of the anatomy, usually the lumbosacral 
region. 

Congenital anomalies of the vertebrae, postural 
peculiarities, new growths, and arthritic changes 
in the small joints on either side of the vertebral 
bodies began to be recognized as occasional pro- 
ducers of good old lumbago, and are still to be 
considered. 

In 1934, Mixter and Barr electrified the surgi- 
cal world with their epoch-making conclusions 
about the intervertebral discs. They showed, 
beyond all doubt, that extrusion of a disc can 
not only cause low back pain but can also cause 
severe and disabling sciatic radiation. All over 
the world the surgeons, the orthopedic surgeons 
and the neurological surgeons began to report 
long series of cases relieved immediately by the 
removal of herniated discs, until a vast accumu- 
lation of literature piled up. Some of the en- 
thusiastic operatorrs even concluded that all low 
back pain was caused by disc extrusion. 

When they operated on a supposed disc ex- 
trusion and were unable to find it, they called it 
a “concealed” disc, and proceeded to curette out 
a disc which probably had nothing whatever to 
do with the symptoms. Many of the patients, how- 
ever, made a complete recovery, because an ex- 
tensive laminectomy sometimes relieves pressure 
on the nerves of the cauda equina, which had been 
causing the pain. 


THs whole panorama of disc extrusions is one 

of those cycles of spectacular episodes which 
we older surgeons have seen so often, like the 
gastro-enterostomies for duodenal ulcer, followed 
by wide excisions of the stomach, and nowadays 
by resection of the vagus nerves. It also calls 
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to mind the many cures for cancer, first the 
x-ray, then radium, now the radio-isotopes, and 
perhaps soon the atomic bombs themselves. 

The reason why so much difference of opinion 
exists about the discs is that sufficient time is 
not given to the actual study of the individual 
patients. A man with a backache and a severe 
pain going down the back of his thigh, the 
outer side of his calf, and into the sole of his 
foot, does not want to be put to bed for three 
weeks to see if he really needs an operation. He 
almost certainly has an extruded lumbosacral 
disc, and several of his friends have had similar 
symptoms, and have been relieved immediately 
by the removal of the disc. He has no way of 
finding out that many of these friends will be- 
gin to complain of the recurrence of some of the 
original symptoms and may need another opera- 
tion, because the surgeon did not perform a fu- 
sion operation in addition to the removal of 
the disc. 

There is also the possibility that some other 
pathological condition may have caused the symp- 
toms. If this patient can be induced to lie down 
for two or three weeks on a flat bed, with a 
small pillow under his lumbar spine and a larger 
pillow under his knees, and with no traction 
whatever on either leg, he may be relieved en- 
tirely of all of his symptoms. 

One of the characteristic signs of a disc ex- 
trusion is a complete remission of the pain, at 
intervals. It is probable that the herniated por- 
tion of the disc, whether the nucleus or the annu- 
lus fibrosus, returns to its original position in 
very many cases, under the influence of rest in 
bed. The tear in the capsular structures will 
then have at least a chance to become repaired, 
and may not again make trouble. 

Such a course of treatment should be tried in 
all of these cases, before considering operation, 
and should be followed by the use of a plaster 
of Paris body-jacket or a well fitted corset. 

If, however, this conservative plan does not 
succeed, it will be wise to inject some opaque 
material into the spinal canal, to prove definitely 
the existence of a true disc extrusion. The in- 
jection of air has never been satisfactory, in 
my experience. If the opaque injection shows 
clearly an extrusion, operation may confidently 
be advised. 


T MUST be remembered that many other con- 

ditions may cause low back pain and sciatica. 
The intervertebral spaces, themselves, are not 
true joints. They have no synovial lining and no 
hyaline cartilage, and they simply enclose the 
resilient cushions which we have called interver- 
tebral discs. 

The only true joints in the lumbar spine are 
the small articulations at either side of the ver- 
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tebral body. Each of them has a synovial lining 
and a capsule, and each of them can be sprained, 
or fractured, or diseased in exactly the same way 
as a wrist, or a knee, or an ankle. Chronic arth- 
ritis is very apt to attack one, or both of these 
little but extremely important joints, and this 
arthritis is often the degenerative variety due 
to the wear and tear of ordinary life and ad- 
vancing years, rather than to infections and 
toxins. 

The lumbosacral joints were originally de- 
signed for animals who walked on four legs, and 
none of these animals ever had any trouble with 
their low backs. When, however, their brains 
began to grow larger and they started to walk 
on their hind legs and to vote the Democratic 
ticket, their troubles really commenced. Evolu- 
tion has not yet progressed to the point of obliter- 
ating the entirely useless lumbar lordosis. 

Many of these troubles can be remedied by 
fastening together the fourth and fifth lumbar 
vertebrae to the sacrum, thus transferring the 
strains and stresses to the normal joints above 
the over-strained lumbosacral joints. This pro- 
cedure has been successfully used for many years 
in the different kinds of disabilities in the low 
back, and it is highly probable that some of 
these cases were actually disc extrusions which 
at that time were not recognized by the operators. 
The disc extrusions are always caused by too 
much strain upon an insecure structure, so that 
when the strain is transferred to a more stable 
place at a higher level in the spine, the mechan- 
icals difficulties are usually eliminated. 


HE operation of spinal fusion is not an easy 

one, and it requires skill and experience. At 
first, it was done by the Hibbs or the Albee tech- 
nic, but at present the most successful method 
is a careful Hibbs denudation of the laminae 
and spinous processes, with the addition of large 
pieces of cancellous bone taken from the posterior 
portion of the ilium. 

Some operators use stainless steel wire to hold 
the grafts firmly against the denuded laminae, 
and pack smaller pieces of bone all through the 
area. Although I formerly advocated the use of 
a pair of tibial bone-grafts in these cases, I now 
believe that grafts from the ilium are more quick- 
ly revitalized and are sufficiently strong. It is 
apparently safe to allow the patients to get up 
and go around much sooner than the three 
months which we used to advise, although it is 
always wise to keep them in bed too long rather 
than too short a time. 
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The most sane and sensible article on low back 
pain which I have read in years was published 
in the November number of Surgical Clinics of 
North America. It was written by my friend 
Frederick C. Kidner, of Detroit, a surgeon of 
great distinction, and expresses so clearly the 
opinions of both of us that I am going to quote 
a few of his conclusions: 

“The vast majority of backaches are due to 
lesions exactly like those that occur in joints, 
bones, muscles and fasciae elsewhere in the body. 
Many cases of sciatica are due to the same lesions 
because the lumbar and sacral nerve roots are in 
such close proximity to the affected tissues. The 
vast majority of these cases can be cured by 
conservative means. Of these, rest is the most 
important.” 


THE reason why a spinal fusion should be per- 

formed after the removal of an extruded disc 
is simple. The upper vertebra, usually the fifth 
or the fourth lumbar, will gradually settle down 
upon the one beneath. This will disarrange the 
small articular facets and will cause a traumatic 
arthritis in these little joints. Walter Dandy be- 
lieved that the vertebrae would always become 
ankylosed to each other after a disc removal, 
but I have never seen any evidence that this 
has happened. 

What usually occurs is that, with the con- 
tinued mobility of the vertebrae, the portions of 
the disc which have not been removed will later 
be extruded, and will cause renewed symptoms, 
in addition to those due to the arthritic develop- 
ments. This sequence of events has occurred in 
so many cases I have seen in consultation, that 
I am sure they are of importance. 

Some surgeons state that they remove all of 
the disc at the operation. Up to this time, I 
have never seen all of the disc removed by myself 
or by any other surgeon. 

No mention of spondylolisthesis has been made 
in this paper. The sliding forward of a ver- 
tebra, generally the fifth lumbar, is due to a 
defect in the interarticular portion of the ped- 
icles, in most cases. It may also be due to too 
great strain upon this vulnerable structure, al- 
though it has been observed in very young chil- 
dren. It causes backache, but rarely sciatica. 

I reported the first operation for this con- 
dition in 1914. If not operated upon, the fifth 
lumbar vertebra may gradually slide forward and 
downward to an almost incredible position in the 
pelvis. A fusion operation should always be per- 
formed as soon as the diagnosis is made. 
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HE trend in anesthesiology today has two 

broad aspects, which are closely related to 
each other. The first is the recognition that the 
field has been too long neglected as a specialty 
for physicians. The other is the growing realiza- 
tion that applied pharmacology and physiology 
are far more important aspects of the subject 
than its purely pharmaceutical and technical as- 
pects. 

Since these two ideas are closely interrelated, 
it is essential to discuss them together. 

After chemical anesthesia as we know it was 
introduced a hundred years ago, only three drugs 
were employed for a long period. One of these, 
chloroform, lost its popularity very early, and, 
though it is still in use today, we recognize cer- 
tain inherent dangers to the heart and liver. Un- 
less it is given very skillfully and with full know- 
ledge of how to recognize and treat its complica- 
tions, we confine its use to situations where deep 
anesthesia need not be used. We would not or- 


dinarily expect anyone but a specialist in anes- 


thesiology to use it for a major procedure in a 
poor risk case. 

By way of contrast, nitrous oxide-oxygen, 
ether, (and, more recently, ethylene), may be 
given with reasonable safety to good risk cases 
by technically well-trained personnel, provided 
they are aware of a few simple physiological 
facts. The maintenance of a clear airway, pro- 
vision of adequate oxygen in the inspired mix- 
ture, free excretion of carbon dioxide, and the 
avoidance of aspiration of foreign matter are 
the real essentials of good anesthesia with these 
agents, alone or combined. 


It Is reasonable to ask why these are considered 

“safe” anesthetic agents, while others are 
not. A short review and comparison will suffice. 
Let us consider the older agents: 

Nitrous Oxide. This drug is weak, even at the 
safe maximum of 80% concentration. However, 
provided there is no deprivation of oxygen (by 
reduction below 20%), nitrous oxide causes no 
known disturbance of any vital function. Spe- 
cifically, it does not depress or stimulate respira- 
tion or circulation. If the mask is removed, ex- 
cretion and recovery are rapid and spontaneous. 

Ethylene. Much the same can be said of this 
gas as of nitrous oxide. It is slightly more 
potent, it is explosive in all anesthetic concen- 
trations; and it too must always be given with 
a minimum of 20% oxygen. Otherwise, it has all 
the safety of nitrous oxide, with prompt, spon- 
taneous recovery upon removal of the mask. 
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Ether. Misunderstanding of the real safety 
factors has clouded much of our reasoning when 
we call ether a “safe” anesthetic. It is not always 
as safe as many other agents if we are con- 
sidering their use by the anesthesiologist. It is 
a very potent drug, and can damage the heart, 
liver and kidneys if there is hypoxia associated 
with its use. Careless persistance in administer- 
ing it under poor conditions will lead to respira- 
tory arrest if there is overdose or hypoxia, to 
atelectasis and pneumonia if excess mucus is 
produced by rough induction, and to convulsions 
if respiration is long depressed in deep anes- 
thesia. The relaxed throat and tongue of deep 
ether anesthesia may lead to hypoxia with sub- 
sequent damage to brain and myocardium. 

None the less, it has few inherent dangerous 
actions on vital functions. Until deep anesthesia 
is reached, it is a respiratory stimulant, so that 
intake of oxygen and excretion of CO. are gen- 
erally adequate. Its irritant vapor prevents one 
from administering a massive overdose, such as 
one might see with cyclopropane, vinethene or 
ethyl chloride, which are non-irritant. The very 
irritant action of ether safeguards the body, for 
the glottis closes if too strong a concentration 
of the vapor is administered. 

Should overdose in deep anesthesia occur, it 
is necessary only to remove the source of supply. 
Very soon, enough ether is removed from the 
blood to fatty tissues, so that the concentration in 
the brain diminishes to the point where spon- 
taneous respiration occurs and anesthesia is 
lightened. Meanwhile, the circulation remains 
intact and functioning, so that no serious harm 
is done. Finally, ether may be given with as 
much as 95% oxygen, a real advantage in a poor 
risk case. (In fact, extra oxygen should gener- 
ally be given, even with the open drop method, 
for all but the best risks.) 

When we consider whether other agents or 
methods are less safe than ether, we must al- 
ways bear in mind the competence of the ad- 
ministrator. Just as we believe the field of, say, 
neuro-vascular surgery to be the province of the 
specialist in that field, while herniorrhaphy is 
proper in the hands of any surgically-trained 
physician, so we must consider the use of certain 
anesthetic procedures to be the province of those 
specifically qualified, and not of those whose 
training is merely technical (nurse or physician). 
For example, cyclopropane might be my choice 
for cholecystectomy where coronary disease ex- 
isted. Yet I would hesitate to recommend its 
general use in that situation. Ether-oxygen 
might be far safer in the hands of anyone but 
an anesthesiologist. It hardly needs to be pointed 
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out that ether-oxygen in the same case would be 
safer than spinal, or N.O-pentothal-curare, in 
the hands of anyone but an anesthesiologist. 


TH newer anesthetic drugs and procedures will 

now be considered, particularly those popu- 
larized since 1930, which was a sort of pharm- 
acological turning-point. Up to this time, the 
emphasis on physiological function was minimal 
(except in the use of chloroform and of spinal 
anesthesia). Subsequent developments have in- 
creased our need for better physiological and 
pharmacological knowledge of anesthesia, for the 
clinical experimenters like Waters, Lundy, and 
Griffith have given us agents whose actions are 
completely new and different from the old stand- 
by drugs. 

Cyclopropane was the first of the new agents 
whose action was not always self-limiting like 
that of nitrous oxide, ethylene and ether. Cyclo- 
propane has no respiratory stimulating action; 
in fact, profound depression and paralysis of 
the respiratory center may come before there is 
complete muscular relaxation, and requires very 
skillfully assisted (or artificial) respiration if 
adequate and safe anesthesia is to be achieved. 
In other words—in case of overdose, it is not 
enough merely to remove the mask—death from 
cerebral hypoxia or ventricular fibrillation might 
occur before spontaneous respiration is resumed. 

One way we believe helps in preventing this 
apnea is by the use of sub-anesthetic amounts of 
ether as soon as induction with cyclopropane is 
accomplished. This small amount of ether acts 
as a stimulant to respiration, and thus helps keep 
the exchange adequate while anesthesia is being 
deepened. 

Another gave problem with cyclopropane is 
the ever-present danger of cardiac arrhythmias. 
These are always portentious; the milder-appear- 
ing ones such as extra-systoles are the precursers 
of more serious disturbances. While the use of 
a little ether seems to prevent most arrhythmias, 
it alone is not sufficient protection. Only the 
alert anesthesiologist, who knows cardiac phys- 
iology intimately, is in the position to prevent 
disasters. 

Cyclopropane is also indirectly implicated in 
a shock-like circulatory collapse that frequently 
appears just after the patient returns to bed. 
The abrupt withdrawal of an atmosphere high 
in both oxygen and CO, seems to be the basic 
cause. Blood levels of O, and CO, quickly return 
to normal during the rapid emergence from cyclo- 
propane. (The slower recovery from ether ap- 
pears to allow the vital functions more time to 
adjust to normal room-air.) Rough handling of 
the patient from cart to bed further aggravates 
the condition. 

Finally, cyclopropane requires a completely 
closed CO,-absorption apparatus, since it is so 
often necessary to do artificial respiration with 
oxygen from the machine. Cyclopropane’s high 
cost makes the use of the absorption method im- 
portant too, for economy’s sake. Therefore, it 
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would be unwise to expect those who are skilled 
only in the use of the open mask or the old 
semi-closed gas machines to use cyclopropane. 
They would be using an unfamiliar method as 
well as an unfamiliar and dangerous drug. A 
rule in force in some hospitals is that only those 
who have had six months’ supervised experience 
in cyclopropane’s use may employ it independent- 
ly. I cannot overemphasize the wisdom of such 
a rule. Cyclopropane is just too dangerous for 
the untrained, in spite of its unquestioned vir- 
tues in the hands of the physician experienced 
in its use. 

Pentothal is the second new agent that does 
not have a self-limiting action. Here the reason 
is entirely different. It is not a question of the 
respiratory tract refusing to accept an overdose, 
as with ether. It is very easy to get an over- 
dose of a drug that is given intravenously, and 
which requires some time to take full effect. In 
one’s anxiety to control reflex muscular move- 
ment, a series of large injections might be made, 
before the first dose could properly saturate the 
tissues and achieve full effect. With a surgeon 
demanding the same degree of muscular quietude 
as with inhalation agents, pentothal alone is un- 
satisfactory for all but the briefest procedures. 
In these latter, full blood saturation may be 
quickly achieved, and much of the drug will 
“spill over” in the urine, so that prolonged de- 
toxification is not necessary. Hence, depression 
is not prolonged. But whenever large amounts of 
pentothal are given over longer periods than 10 
to 15 minutes, the drug does not spill, but ac- 
cumulates, and must be slowly detoxified. All the 
inherent dangers of pentothal persist during the 
recovery period, too. After big doses of pento- 
thal, there is prolonged depression, in spite of 
the popular concept that recovery is rapid. 

The foremost danger with pentothal is res- 
piratory depression, which it has in common 
with al] barbiturates. With pentothal alone, res- 
piration may almost cease except during surgical 
stimulation. During the immediate recovery 
period after profound pentothal narcosis, this 
depression of breathing may be rapidly fatal if 
it is left neglected. Worse still, obstruction by 
the relaxed tongue may increase the danger, un- 
less the patient is put back to bed on his side 
so that the tongue falls forward in the mouth, 
instead of backward into the pharynx. 

The other grave danger is intractable vocal 
cord spasm. Pentothal does not depress the glot- 
tic reflex as do most inhalation agents. Hence, 
any irritatants may cause the glottis to shut 
tightly. Since there is a weaker “urge to breath” 
because of central depression, this spasm may 
not spontaneously relax, and death ensues. Pre- 
liminary atropine or scopolamine helps prevent 
this excessive reflex, probably by drying up the 
saliva, which is the commonest glottic irritant. 

As a general rule, pentothal should be used only 
for induction of inhalation anesthesia, for light 
supplementation of regional anesthesia, or as a 
basal anesthesia for use with nitrous oxide. Ni- 
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trous oxide-pentothal anesthesia is excellent for 
most non-abdominal operations, for the gas sup- 
plies an excellent analgesic effect, which pento- 
thal lacks. The amount of pentothal needed is 
greatly reduced. 

Curare is the center of much interest and con- 
troversy. Essentially, it is a muscle paralyzer 
and nothing else. It has no anesthetic action. It 
has only one dangerous side-effect—a histamine- 
like action on the bronchi, which may cause se- 
vere broncho-spasm as in an asthmatic attack. 
Its direct effect on muscle tone is sufficiently 
dangerous, however, to warrant extreme caution 
in its use. Paralysis of the throat muscles may 
lead to asphyxial obstruction; paralysis of the 
intercostals and diaphragm may necessitate half 
an hour or more of efficient artificial respiration 
while it is being detoxified. 

Because of the ever-present triple danger of 
respiratory paralysis, upper respiratory obstruc- 
tion and bronchospasm, it is absolutely essential 
that curare never be used in anesthesia unless 
someone is constantly present who is competent 
to intubate the trachea and carry on effective 
artificial ventilation of the lungs. The gas ma- 
chine connected to the endotracheal tube is the 
most efficient means of accomplishing this. 

Since curare is never used alone in anesthesia 
we will consider the combinations in which it is 
used. 

(a) With cyclopropane, curare in moderate 
doses is a valuable adjunct to increase muscular 
relaxation. Doses of 20 units (Icc of standard d- 
tubocurarine) are given at two to four minute 
intervals till the desired effect is reached. Do 
not expect it to help change the contours of the 
subcostal angle in upper abdominal operations! 
It will not contract the intestines or melt away 
an excessively fat omentum. If respiratory ex- 
change is decreasing, we do not give any more. 
At this point, close inspection of the recti muscles 
reveals them to be flaccidly relaxed, and any re- 
maining surgical difficulties must be ascribed to 
anatomical abnormalities or distended bowel. 

(b) With ether, ol one-third as much curare 
is needed as with cyclopropane, for ether has a 
curariform action itself. A total of 20 to 40 units 
will usually suffice. 

(c) With nitrous oxide-pentothal. This com- 
bination is fraught with pitfalls 60% to 80% 
nitrous oxide is used, and considerable analgesia 
and reflex depression is obtained with this gas. 
Pentothal given intermittently provides good ba- 
sal narcosis for the gas. Yet the two alone do 
not provide good enough conditions for many 
major procedures. Intermittent additions of 20 
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to 40 units of curare will greatly increase the 
usefulness of N,O-pentothal anesthesia. 

A mixture of curare and pentothal in one solu- 
tion has recently been advocated. It has ac- 
quired a dangerous popularity. It is dangerous 
because the pentothal is a marked central res- 
piratory depressant; curare a paralyzer or res- 
piratory muscles. If the two are mixed before 
injection, it is impossiblye to vary one or the 
other if the essential action of either becomes 
excessive. It is pharmacologically unsound to 
administer two dangerous drugs together in un- 
varying proportions. Moreover, there is too much 
reliance placed on the injectable drugs, instead 
of upon the essential one—nitrous oxide. The 
gas is the only one of the three in the combina- 
tion that truly obtunds pain reception. 

An intimate knowledge of respiratory and 
neuro-muscular physiology, plus exceptionally 
careful specialized training is necessary before 
this combination may be safely administered. It 
is not for those with only technical training or 
experience. This warning must be emphasized, 
because the apparent results are so good on the 
average case. 

We must remember that any case can become 
& serious one if we interfere with vital functions 
too profoundly. 


"THESE brief descriptions of drug actions are 

given solely that you may better judge what 
situations. The complexity of modern anesthetic 
pharmacology is far outstripping the training of 
those who have learned only the techniques of 
anesthesia. Good, smooth technique may be 
enough if simpler agents are being used. More 
technical skill is not enough when dealing with 
the newer drugs and procedures. I have tried to 
show good reasons for this statement, but realize 
it may be difficult for you to have a vivid concept 
of the complexities of the newer drugs. As one 
who has personally experienced the need for men- 
tal agility and wide knowledge in such situations, 
I assure you that these new agents do pose 
real difficulties. It is therefore wisest not to ex- 
pect the technically trained to be able to manage 
procedures that are best left to the specialist. As 
time goes on, we hope to supply more specially 
trained physicians. They need not all be of Amer- 
ican Board caliber, for not all the work requires 
maximum skills. But many more doctors with 
six to 12 months’ training in anesthesiology will 
greatly help in providing newer methods for all 
patients, and yet do it with complete safety. It 
is being done in British countries—surely we can 
do it here. 

















The Noise Hazard 
W. E. GROVE, M.D., 


Milwaukee, 


NDUSTRIAL noise is a subject in which I have 

been interested for many years as a physician 
engaged in a fairly large medicolegal practice 
and as a representative of a group of some 4,500 
physicians specializing in diseases of the eye, 
ear, nose and throat, the American Academy of 
Ophthalmology and Otolaryngology. Doctors, 
from time immemorial, have been interested in 
promoting and conserving the health of the 
people and they will continue to do so long as 
our free American competitive system prevails 
and they are not herded into the framework of 
socialized medicine. The Committee on Conserva- 
tion of Hearing of this great American Academy, 
of which I represent the Subcommittee on Indus- 
trial Noise, is primarily interested in conserving 
the hearing function of our people, whether it be 
among children of the pre-school age, in the 
children of our public schools or in the adult 
population—and, that is all that we are interested 
in. We have no other axe to grind. 

In general, management’s prime objective is to 
make a better mouse-trap than anyone else with 
a fair profit on its investment. In so doing it 
must take into cognizance the health of its 
operatives, for poor health makes for poor 
efficiency and a poor product. In spite of the 
occasional bickering between labor and manage- 
ment over wages and working conditions, I think 
it is fair to say that in general the worker is 
also proud of his part in producing a good pro- 
duct if he can do it with due consideration for 
a fair living wage and under conditions which 
will not impair his health. Medicine is also proud 
of the achievements of American management 
and labor, but is interested in the health angle 
from the age-old altruism of the doctor. 

Does excessive noise endanger the health of the 
individual? My thesis is that it does endanger 
the health and more especially the hearing func- 
tion of the individual exposed to it for any ap- 
preciable length of time and also that, along with 
its effect upon the health, it operates to decrease 
efficiency. Let me read to you the statement of 
the vice-president and claim manager of one of 
the largest casualty companies operating in this 
country, and I quote: “That a more concerted 
effort should be made to eliminate unnecessary 
noise in industry and to safeguard the hearing 
of workers from noise that cannot be eliminated 
through the use of appliances is an accepted fact. 
The implications of excessive noise, not only go 
to the effect on humans with direct reference to 
the hearing, but involve questions of greater ac- 
cident frequency not only because of inability to 
sense danger, but also because orders are not 
heard and, psychologically, individuals with im- 
paired hearing are more accident-prone. Un- 
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questionably, noise also makes individuals more 
jittery and for that reason makes them more sus- 
ceptible to accidents. I think industry appreciates 
that noise elimination increases efficiency of in- 
dividuals and plants in a very marked degree.” 

Again, let me quote what the vice-president 
and general counsel of a large independent em- 
ployer of labor recently said to me: “Doctor, if 
we admit that in excessive noise we have a health 
hazard and we do, then as good businessmen we 
should regard it as a liability.” 

In the light of these statements why are we 
doing so little about noise elimination and the 
protection of the worker against its effects. The 
office force of an industrial plant is well aware of 
these concepts. If this were not so why are offices 
of a concern invariably placed in quiet sectors of 
the plant and often sound-proofed? To promote 
efficiency. But what of the worker who is con- 
tinually subjected to noise of an injurious level? 
Even though it is well aware of the injurious 
effects of excessive noise, industry in the past 
has been willing to “let this sleeping dog lie.” 
It is fearful of an avalanche of medicolegal claims 
if the subject is stirred up. But, in answer to 
this fear let me again quote from the letter pre- 
viously alluded to: “However, that problem (re- 
ferring to industrial noise) is no different from 
the job companies were faced with at the time we 
first became aware of the deleterious effects of 
silica in industrial atmospheres. The problem had 
to be met, and I think because it was frankly met, 
it was largely solved.” 


E PLEAD for an accurate audiometric pre- 
employment examination of every individual 
entering upon a new job. We do not advocate the 
indiscriminate testing of the existing plant per- 
sonnel because, while in general this might be a 
very fine thing to do, we would like to cooperate 
with management as far as possible to prevent 
stirring up any unnecessary claims. If this is 
done accurately and systematically from year to 
year it will soon provide management with a 
base-line curve of the hearing of every individual 
in the plant. If the worker is then placed in a 
job where the over-all, more or less continuous 
noise level exceeds 90 decibels, he should be re- 
checked in a week to see whether his ears are 
especially noise susceptible. Not all ears are 
equally noise susceptible in an equal length of 
time. If at the end of a week the man exhibits 
any appreciable loss for hearing the higher fre- 
quencies, or if he has a continuous noise in his 
ears, you may be certain that he will develop a 
handicapping loss of hearing if the effects of 
the noise continue. 
He should then be shifted to some less noisy 
job or, if this is not possible, he should wear 
some type of ear defender. 
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In this connection of noise susceptible ears, 
let me quote from a letter dated March 11, 1948, 
from one of the other members of my subcom- 
mittee. He says, “In the....shops, employing 
1,200 men, 250 men have been exposed to a noise 
level of 115 to 120 decibels. To date I have ex- 
amined approximately 35 of these men and with 
one or two exceptions they have a profound’ nerve 
deafness that appears to be industrial in nature.” 
As otologists we have known for many years that 
in spite of individual susceptibility all ears will 
suffer from noise of that high an intensity if 
long enough continued. The men in this shop are 
not making any claims for industrial deafness. 
They all have high paying jobs. But, what will 
happen if they are laid off. Labor is already in the 
picture in this particular plant. My committee 
member has been making these examinations for 
the insurance carrier but he has been approached 
by labor with the request that he act as its otolo- 
gist. No one likes to be coerced, but why not 
clean house now? 

You are already doing a lot about this health 
problem as it affects the worker. Let me tell you 
about the fairly representative pre-employment 
examination now being made at a large indus- 
trial plant with which I am acquainted. 

1. A history is taken by a nurse or technician 
concerning (a) previous employment, (b) any 
previous operations or illnesses, (c) specifically 
about epilepsy and nervous disorders, (d) history 
of any previous injuries, and (e) any loss of 
motion in any of the joints or extremities. 

2. Eye examination. The visual acuity is taken 
for distance and at the near point with Snellen 
charts. (They are even buying some expensive 
equipment for this purpose.) If the vision is 
found to be defective the man is sent to an 
ophthalmologist for a refraction and report. If 
he is placed in a job where flying particles are 
a factor he is forced to wear goggles of safety 
glass. If he is to be subjected to the radiation 
of arc lights or welders’ flames he is forced to 
wear protective shields. 

3. X-ray examination of the chest on small 
plates or films, and if suspicious on larger films. 

4. Wassermann reaction and complete urine 
examination. 

5. Physical examination of chest and abdomen 
for hernia, hemorrhoids, varicosities and flat feet. 

When I asked the doctor, “How do you test 
the man’s hearing?” he said, “We have no hear- 
ing tests. We determine whether he can hear or 
not by conversing with him during the examina- 
tion.” What a farce! And this unconcern with 
a man’s hearing ability is not different in this 
plant from what it is in most others. 

The condition which we designate as occupa- 
tional deafness, formerly known as boilermaker’s 
deafness, has been known to medical men for 
many years, As early as 1890 an Englishman, 
Barr, examined 100 boilermakers who had fol- 
lowed their ‘occupation for more than three or 
four years and did not find a single individual 
with normal hearing. 
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The Sources and Intensity of Injurious Noise 
WE KNOW that certain facts are true. “Expo- 
sure to extremely loud sounds over a period 
of time results in impaired hearing. The louder 
the sound the greater is the impairment over a 
similar period of time. The longer the period of 
exposure to the same sound level the greater is 
the hearing impairment” (Guild). While all 
ears are probably susceptible to high intensity 
sound if continued long enough, they are probably 
not equally so susceptible. In other words, if one 
ear shows a hearing defect after one week’s ex- 
posure to sound of an injurious level another ear 
may be able to endure the same sound for a 
month or even a year before it exhibits the same 
hearing defect. But, sooner or later even the less 
susceptible ears are involved. Ears with a pre- 
existing conduction type of deafness are appar- 
ently less susceptible than are normal ears. 
Working at Lockheed and Vega airplane plants, 
MacLaren and Chaney! analyzed 5,000 audio- 
grams of individuals working in six different de- 
partments in which the general noise level as 
measured with noise level meters was 70, 100, 
105, and 110 plus decibels. They found that the 
noise in these departments did not materially 
affect the pre-existing conduction deafness in any 
of the five departments. The ears of the young 
are probably more susceptible to injurious noise 
than those of middle life or advanced age. 


The Level of Injurious Noise 
BeNc# thought that when noise reached an 80 
to 90 decibel level it was injurious, and 
McCoy suggested corrective measures at the 100 
decibel level. On the other hand, MacLaren and 
Chaney found a sharp reduction in normal audio- 
grams between a department in which the noise 
level was 70 decibels and one in which it was 100 
decibels (Fig. 1). Moreover, they found the same 
relation between defective hearing and normal 
hearing in this department with a 70-decibel 
level as exists in a cross section of the adult popu- 
lation anywhere in the country using Beasley’s 
method of classification. They believe that the 
dividing line between innocuous and injurious 
noise lies somewhere between 70 and 100 decibels. 
It would, therefore, seem that noise of less than 
a 90-decibel level can safely be disregarded. 

The noise level of an ordinary office is approxi- 
mately 40 decibels, that of a busy street about 65 
decibels and that of heavy traffic about 80 deci- 
bels (Bunch), MacLaren and Chaney! surveyed 
the noise level in various parts of an airplane 
factory and found the sources of noise in the or- 
der of their loudness as shown in Table I. It is 
probable that the noise one by jet engines 
may exceed these figures. 

It is generally believed that noise of high in- 
tensity and high pitch is more injurious to the 
organ of hearing than that of high intensity and 
low pitch. But Lurie and his co-workers, work- 
ing with experimental animals, were able to 
show that intense sound of 500, 1000 and 2000 
cycles produced degenerative changes in the or- 
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gan of Corti which were comparable to those 
produced by a tone of 4000 cycles. The higher 
the pitch the closer to the basal coil of the cochlea 
was degeneration encountered. Whether these 
experimental findings in animals can be carried 
over to man we do not know, but we do know 
that the basal coil of the cochlea is its most vul- 
nerable part. We also know that the hearing for 
high tones is localized in the basal coil of the 
cochlea, and we know that when an occupational 
deafness develops it is the hearing for high tones 
which is first involved. 

Other factors which must be considered be- 
side the actual intensity of the noise are the total 
length of exposure, the length of exposure per 
period, whether the sound stimulus is continu- 
ous or interrupted, the length of the interrup- 
tions, the type of space and environment with 
reference to reverberation, the age of the worker 
and the presence of previous ear disease. 


The Nature of the Hearing Defect 
HE primary effect of noise as a causative factor 
is a loss of hearing for high tones, a loss which 
is not apparent to the individual because it in- 
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volves the hearing for frequencies well above 
speech range. This may or may not be accom- 
panied by ringing or buzzing in the ears. This 
effect is naturally bilateral. If the insult is con- 
tinued there is a gradual involvement of the fre- 
quencies which do involve the understanding of 
speech, and gradually the individual or his 
friends appreciate the fact that he does not hear 
well. This process is so slow and insidious that 
the worker is apt to disregard it until he is quite 
deaf, particularly if he is on a well-paid job. 
The work of McCoy illustrates this process. He 
examined 100 young individuals who had no ear, 
nose or throat disease and whose audiograms in- 
dicated normal hearing. These men were placed 
in a chipping school where the noise level ranged 
from 110 to 130 decibels. After working under 
these conditions for seven hours they were re- 
examined and a representative group of them had 
a definite hearing loss associated with tinnitus 
and a feeling of discomfort. This is well illus- 
trated by the audiogram of one of them (Fig. 2). 
On the following day only a slight loss of hearing 
could be demonstrated audiometrically and the 
associated symptoms were gone. This initial ef- 
fect was probably due to an eighth nerve fatigue. 
However, after a month’s exposure there was a 
permanent defect and this was not materially 
benefited by a short rest period (Fig. 3). 
McCoy said that a “representative group” of 
these 100 men showed these changes after one 
month’s exposure, thereby indicating that all ears 
are not equally susceptible to noise. However, 
from the experience of others it is fair to sup- 
pose that most of these men would have suffered 
a hearing loss if the exposure continued long 
enough. In this regard note the experience of 
Barr who did not find a single instance of normal 
hearing among boilermakers who had followed 
their occupation for any length of time; the 
experience of my committee member who exam- 
ined 35 men who had been exposed to a noise 
level of 115 to 120 decibels and found them all 
profoundly deaf with one or two exceptions; and 
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Broken lines show levels after working seven hours in 
a chipping school. (From the paper of David A. 
McCoy.) 
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Fig. 3. 
Broken lines show the levels recorded after the man 


had worked one month in chipping school. (From the 
paper of David A. McCoy.) 


the experience of MacLaren and Chaney! who 
found a sharp drop in the number with normal 
hearing between the departments with a noise 
level of 70 decibels and 100 decibels. 


Medicolegal Aspects 
(CONSERVATIVELY, there are in this country 15 
to 20 million adults with defective hearing. 
The causes for impaired hearing are many. Ex- 
posure to excessive noise is only one of them. 
Claims for industrial loss of hearing are mount- 
ing. They will probably never become numerous 
while times are good and labor is abundant. 
But they will increase very sharply when “old 
man Depression” comes along and there are mass 
lay-offs. Some of these claims will be justifiable. 
Many more will not be justifiable. Those with 
justifiable claims should receive compensation 
and they will in those states which have com- 
pensation laws for occupational disease. At the 
present time 33 states, the District of Columbia, 
Hawaii and Puerto Rico have such laws. Sim- 
ilar protection is also offered employees covered 
by the Federal Employees Compensation Act and 
the Longshoreman’s and Harbor Workers Act. 
But what of the spurious claims? What of the 
worker who is deaf and honestly believes that 
his deafness was caused by the conditions of his 
employment? What of the dishonest employee 
who knows that he was deaf when he entered a 
certain industry? He has been laid off and wants 
to collect compensation with which to support 
himself or his family! Under present conditions 
management has no valid defense against these 
unjustifiable claims. If an employee has been 
actually crippled by accident or disease in the 
course of his employment no one would deny him 
adequate compensation. But no employer of labor 
desires to pay or should be forced to pay for some 
disability which was not caused by the conditions 
of employment. 


The Remedy 

\V HEREVER steel is fabricated there is bound to 
be noise of an injurious level. The ideal 

remedy would be the elimination of this injur- 
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ious noise at its source; but this ideal is an im- 
possible objective. Even if the manufacturer 
were willing to spend enormous sums of money 
to sound-treat walls, ceilings and floors, to re- 
design machinery for noise elimination, he would 
be overcome to make him wear any sort of pro- 
tective device. 

The other alternative is to prevent noise from 
reaching the ear of the worker at an intensity 
above 90 decibels. Various attempts to accomp- 
lish this have been made with the use of ear 
plugs or obturators which are fitted into the ex- 
ternal canal of the ear. These, however, must be 
properly fitted, cleansed from day to day and 
freshly issued. Even so there are certain ears, 
because of dermatitis and eczema, in which they 
cannot be worn. They have the further dis- 
advantage that they are small and cannot be 
seen by a foreman or other supervisor. And you 
all know of the worker resistance which must 
be overcome to make him wear any sort of a 
protective device whether it be a safety goggle, 
a respirator or a protective shoe. 

My committee has at the present time several 
concerns working on the problem of a double ear 
muff held in place by a spring-like metallic band 
which will reduce the noise intensity reaching 
the ear by 30 or more decibels. This muff when 
perfected will obviate the objections totheear plug. 

My committee advocates a plant survey with 
a noise level meter to determine those plant loca- 
tions and operations in which the noise level ex- 
ceeds 90 decibels. We further advocate a careful 
pre-employment audiometric hearing determina- 
tion of every employee entering a given occu- 
pation. If that employee is placed on a job or 
in an operation in which the noise level as pre- 
viously determined exceeds 90 decibels, we recom- 
mend that he be re-checked audiometrically in 
one week and again at stated intervals. We 
also recommend an audiometric re-check of any 
employee if, after working in a noisy environ- 
ment, he develops buzzing or roaring in the ears. 
If on any of these re-checks it is found that the 
worker has developed an average loss of 10 deci- 
bels over the frequencies from 2900 to 5800, 
we believe that he should be forced to wear ear 
plugs or muffs or be transferred to some less 
noisy job; otherwise, that individual will develop 
a traumatic or occupational deafness. 

If such pre-employment examinations are 
made and such protective measures employed, it 
will not only protect the worker from damage, 
it will also protect the employer from unjustifi- 
able claims. In the course of years he will acquire 
an accurate record of the hearing of every em- 
ployee who has entered his employment. With 
labor turnover as it is, it will also protect him 
against a claim for occupational deafness which 
may be bona fide but which was acquired at some 
previous place of employment. 


References 

1 MAcLAREN, WALTER R., and CHANEY, ALBERT L.: An Eval- 
uation of Some Factors in the Development of Occupational 
Deafness. INDUSTRIAL MEDICINE, 16:8, 109-115, March, 1947. 














Personal Factors of Accident Proneness 
1. CSILLAG and E. HEDRI, JUN.., 


Budapest, 


KE Surgical Hospital No. III, of the Univer- 

sity of Budapest deals with some 20,000 cas- 
ualties yearly. We introduced investigations con- 
cerning the significance of personal factors in the 
origination of recurrent accidents. 

According to Schiirmann the bulk of accidents 
result from personal factors, and they are pre- 
ventable to an extent of 70%. Gortvay ascribes 
45% of accidents to causes inherent in the work- 
ers. Rosenfield emphasizes the importance of the 
establishment of hospitals for industrial mental 
hygiene. 

We classified the casualties as follows: (A) 
where personal factors were implicated and (B) 
where personal factors could have no part. We 
omitted to deal with the latter. Out of group A, 
we dealt only with cases where the accidents were 
recurrent. In order to investigate the personal 
factors, we drew up a schematic question form 
inquiring into the environment and the socio- 
logical and mental background of the accidents. 
We have also carried out tests. We have ex- 
amined 100 casualties of the recurrent type. 
These investigations proved that the relation to 
the parents, the forms of appearence of aggres- 
sions, the choice of vocation inadequate to the 
patient’s personality, have the foremost signifi- 
cance. 

Among our 100 cases we have found that more 
than half (54%) of the patients lost one of their 
parents in childhood or did not even know the 
father or mother. Apparently, the people brought 
up under disorderly family circumstances cannot 
become harmonious personalities. It seems that 
breaks in the relation of child and parent are of 
decisive effect: 

Man, age 24, miner, unmarried. Four accidents 
requiring hospital care. He has not known his 
father, and lost his mother at the age of eight. 
Foster-parents brought him up; it was in secret 
that he learned to read and write. He is sexually 
abstinent. “Something behind my back whispered: 
you must not, you cannot.” He is sorry for his 
mother, and makes his father responsible for her 
misery and for his own childhood. Remarkably 
intelligent, he wants to attend the university; his 
moral sense is unimpaired. He turns his mis- 
givings and his impulses against himself. (Self- 
destructive tendencies.) 

It was remarkable that almost one-third of the 
patients’ deceased fathers had been the victims 
of violent death. (An extremely high figure, see- 
ing that 0.06 violent deaths fall yearly per 100 
head of the average population.) Whether the 
early violent death of the father influences the 
victims of the serial accidents by inherent dis- 
position, or whether by knowing about the violent 
death of the parent, they are attracted to the 
accident by way of identification,—the settling 
of this problem goes beyond the frame of this 


Hungary 


article. The following case is an example for 
the violent death of the father: 

Metal-turner, age 29, three accidents. Foot- 
baller and ringer. His father has been stabbed 
at a party. The murderer was arrested the next 
day, and two policemen took him by train to 
jail. The father’s brother stole on to the train 
and shot the murderer sitting between the two 
policemen. Our patient approves of this; in his 
opinion revenge is the most important thing. 

According to Kraepelin, 30-40% of male drunk- 
ards descend from parents given to drinking. 
Our investigations showed that those of our 
patients whose fathers were drunkards are usual- 
ly teetotalers by principle and in a very definite 
way. This principle expresses resistance and op- 
position to the father, who made the mother and 
the family miserable. An example for the tee- 
totaler serial-accident patient descending from 
a drunkard father: 

High official, aged 28, married, father of two 
children. His accidents: (1) Tramway acci- 
dent. (2) In 1937 he fell on his face while turning 
cartwheels. (3) In 1936 he stabbed himself with 
a dagger. (4) In 1935 he dropped off a tree. (5) 
In 1928 he hurt his left eye. (6) In 1927 he 
parched himself with boiling water. (7) In 1926 
he was run over by a bicycle. In addition he 
had eight minor injuries, which did not require 
hospital care. He is a sportsman, an interna- 
tional competitor. A mannerly official, he is liked 
by everybody. His father was a drunkard and 
led a riotous life; he died early. He was con- 
stantly haunted by thoughts of suicide for not 
having been able to become a learned man. Our 
patient did not want to share his father’s fate; 
he is decidedly and principally a teetotaler. He 
often has depressive spells, gets into a rage for 
mere trifles; at such occasions he goes into an- 
other room, where he can be alone, and kicks the 
wall with his foot. He had often been given a 
thrashing in his childhood and he was not allowed 
to cry; then he also hid from his parents, kicked 
and bit in his impotent rage. 


SEVENTY per cent of the examined patients could 

not give free way to their aggression. It 
could be observed that some of them tried to 
give way to their aggression by choice of voca- 
tion, others again by indulging in sports. In 
cases where these methods proved insufficient, 
where the moral ego was of high level, the pa- 
tient chose the accident-solution, turning the ag- 
gression against themselves by way of subcon- 
scious mechanism. (Accidentotroplism.) Thus, 
the operotropism and libidotropism, etc., de- 
scribed by Szondi can be completed by a new idea, 
the idea of “accidentotropism.” 

An example for the attempted solution by 
choice of job: 
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Coachman, aged 20, married. Four accidents. 
On the last instance his best friend stabbed him. 
His parents are alive. He likes to have a good 
time; smokes and drinks. He is very fond of 
his job; he wanted to become a coachman from 
his early childhood. He constantly beats his girl- 
friend in an excessively brutal way; he does not 
beat his wife. It seems that his job of coachman, 
which is very suitable for giving way to aggres- 
sions, and the brutalities displayed toward his 
partner did not give him satisfaction, and he 
finally turned his aggressions—which touch the 
borders of criminality—against himself. 

Here is an example for the sports-solution: 

Student of philosophy, age 20. He boxes regu- 
larly. Three minor injuries and a graver one. 
“When I recover, I shall go on boxing. If there 
were professional boxing in Hungary, that would 
be my profession; so, I am going to be a teacher.” 
The father died when the patient was one year 
old; he was an active sportsman. The mother, 
a clerk, is alive. An inner impulse impels our 
patient to boxing: “It is the fight that is won- 
derful....” 

Aggression could be very often found in the 
form of seemingly motiveless bad moods, de- 
pressions. In such cases we premise a wish for 
shock, a want of shock. It is generally known 
that shocks have a favourable effect on psychoses, 
especially on emotional disturbances, depressions. 
Psychiatry employs them in a wide field. A shock 
may stop the depression, it may even cause 
euphoria. Shock caused by accidents may have 
a very similar effect on patients suffering from 
depression. (Csillag.) Accident shock proves fav- 
orable in a case of schizophrenia. (Csillag.) 

In more than one-third of the cases we found 
people working in fields unsuitable for their emo- 
itonal constitution, e.g.: 

Woman, age 41, secretary. She had two acci- 
dents. Her parents are alive; they are divorced. 
The father was a sculptor and painter, the mother 
a concert-violinist. Our patient wanted to be a 
composer and painter. If there had been no 
divorce, she could have become an artist, but 
thus she had to give up her ambition and take 
up a clerk’s dreary job. She likes intellectual 
things, everybody had been an artist in the fam- 
ily: “Everybody did something, except me.” 

In some cases we found an actual conflict: 

Widow, age 53. In the course of two months 
two accidents befell her. Two months ago her 
daughter decided to emigrate. Our patient in- 
wardly opposed this plan, but never spoke about 
this, suppressing her opposition and her worries. 
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By her accidents, as well as by her sham attempt 
at suicide—committed on the fourth day of her 
hospital tending and attracting great attention 
in her family circle—-she wanted to reach a def- 
inite aim, to prevent her daughter from leaving 
her. 

In some of our cases we found competitors, 
who had the unceasing ambition to distinguish 
themselves in all fields. Such people are reckless 
regarding their physical welfare and pile suc- 
cess upon success. 

On the basis of the above, we may state that 
personal factors have eminent significance with 
serial-accident patients, factors that can be 
traced back in many cases to early childhood. 
Under these circumstances it would be neces- 
sary for preventing the accidents to make—be- 
sides the usual ability-tests—examinations of 
personality too. After an attempt at suicide the 
patients are sent to psychiatrists, and the same 
process would be needed in the cases of recur- 
rent accidents, the mental mechanism of which 
is rather similar to that of the attempt at suicide. 

The serial-accident patients are mentally in- 
jured, and thus healing is not finished by the 
work of the surgeon. 


UMMING UP: We have carried out investigations 

in order to reveal the personal factors of ac- 
cident proneness. We found, that (1) 54% of 
the serial-accident patients have either lost their 
parents in childhood or the parents lived sep- 
arated. (2) The motive of accidents is aggres- 
sion turned against one’s self. Our patients are 
not anti-social persons, because their moral sense 
is intact, and so they do not turn their aggres- 
sion against others, they do not become crim- 
inals. (3) Forty of the examined people did not 
work in fields suitable to their emotional consti- 
tution. (4) Those of the patients whose fathers 
were drunkards are teetotalers. The accidents 
cannot be traced back to a single cause, but 
are of manifold determination. We find several 
factors intertwined in many of the cases. There 
would be need of preventive personality examina- 
tions, and of emotional treatment after the ac- 
cidents. 
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Report of Chest X-Ray Surveys of Employees of a Textile Plant 


BERNARD S. DIGNAM, M.D., 
Plant Physician, Bigelow-Sanford Carpet Co., Inc., 
Thompsonville, Connecticut, 
Attending Physician Mercy Hospital, 
Springfield, Massachusetts 





HE mobile x-ray unit of the Department of 

Tuberculosis Control, Connecticut State Tu- 
berculosis Commission, was engaged by the above 
company to make a mass survey for tuberculosis. 
This department furnished its own unit which 
was set up in various areas of the plant at speci- 
fied times. The place and time were laid out by 
the medical department so three shift operators 
would have the opportunity to be x-rayed free. 
The company bore full cost, which was one dollar 
for each x-ray, a regular 14x 17 plate. The dates 
were from April 24, 1944, to May 9, 1944. The 
local union and management group cooperated 
100% to make the survey successful for early 
detection of chest disease. 

The x-rays were read by tuberculosis special- 
ists of the Connecticut State Tuberculosis Com- 
mission and a report was sent to each individual, 
stating either he was free of disease or else to 
report to his family physician who had a report 
of the x-ray and he could also procure the x-ray 
from the Tuberculosis Commission. 

1944: A statistical summary was sent to the 
Medical Department as follows: 











Number Percent 
Te BR FOE oc ccccccoceccesacce 2,169* 100 
Number with Positive Findings**.......... 61 2.8 
Findings: 
Tuberculosis : 
DEED nacendossewennsasdcdcesacns 89 1.8 
DL. ct cedddedecaesseondeemesaseas 29 1.3 
Moderately advanced ............0+e055 8 0.4 
NE on0ac0cceeeesendecsumenes 2 0.09 
ES GND kon scccevecesccnsasese 1 0.05 
Other: 
Enlarged hilar shadows................ 2 0.09 
PS TNE cccosecesweesenseies 2 0.09 
PEED ccecoecsacecesecocaconeess 7 0.3 
DEE “And ddswadeccccesesoecess 2 0.09 
SD: cckistuscee esr smekancowseeeaiewes 2 0.09 
Increased vascular markings........... 1 0.05 
SD GS cn tccccicccescccecscees 3 0.1 
I MD. cen chicsconenSeceumes 2 0.09 
PES WEED. ccccccosccsccesenese 2 0.09 
I. TE n000ssc0b00e os0mssesecese : 0.09 
Calcification of thyroid ............... 05 


*Does not include four persons upon whom ‘ee films taken 
were unsatisfactory for technical reasons. 

**Multiple findings in any one individual have been listed 
separately so that the number of patients with positive findings 
and the number of findings may not coincide. 


SURVEY PARTICIPATION 


Total number of employees.............. 2,472 
Be DIED =n capaweceensedesesenntece 2,173 
.. SF rrr ~ 87.9 





Because of the encouraging first x-ray experi- 
ence it was decided to repeat the survey February 
3, 1948, to February 24, 1948. This time the 
same Tuberculosis Commission did the x-rays 
and interpretations, but the films used were 70- 
millimeter on a photofluorographic unit. This 
procedure required no undressing, and the films 


were as satisfactory as the large size plates. The 
cost was reduced to 25 cents per plate, with 
savings in x-ray film. 

1948: A statistical summary of the results 
was as follows: 











Number Percent 
ee Ts 6.60 66000600006 00000s0 3,220 100 
Number with Positive Findings**........ 58 1.8 
Findings: 

Reinfection tuberculosis ............ 18 0.6 
DT. <ncsnbhudaieédasésetcesuns 13 0.4 
Moderately advanced .............. 5 0.2 
ee EE 3.46.5646.6005:6040000560040 0 0.0 
CN 6c0ssscncecuatneesosece 0 0.0 

Suspected pulmonary tuberculosis...... 4 0.1 
SED GENE 6 nc0nsdecsasecdzcses 16 0.5 
Other: 

PNNEE ct cic nike sees eeunees 6 0.2 

Cardiovascular disease ........../..0. 3 0.1 

POSEN GREED ccc cceccescccceese 3 0.1 

DEED. 6.0006000e00000060000e0 2 0.06 

DN <hhentgés tanedendeoeeeeeties 1 0.03 

PEE. cncueedceesbendscdcaases 2 0.06 

BE 000:06000600seeenmsenscedesecces 1 0.08 

Diaphragmatic abnormality ......... 1 0.03 

Localized pulmonary fibrosis........ 1 0.03 

Anomaly (transposition of thoracic 

WEED echescsdacuccossncencsse 1 0.03 


*This does not include 34 persons x-rayed upon whom the 
films taken were unsatisfactory for technical reasons. 

**Multiple findings in any one individual have been listed 
separately so that the number of persons with positive findings 
and the number of positive findings may not coincide. 


SURVEY PARTICIPATION 


Total number of employees.............. 4,000 
BPN TONE ccconccsscneccecessecsse 8,254 
, SD 05086 0n6004000000060¢i00 81.4 





Report from Tuberculosis Commission read 
a low incidence of x-ray findings suggestive of 
pulmonary tuberculosis; ordinarily, 1.5% of 
adult population in our Connecticut surveys have 
x-ray evidence of tuberculosis, past or present, 
whereas in this survey only 0.6% showed such 
evidence. 

Comparison of the 1944 and 1948 tubercu- 
losis surveys showed a decrease in percentage 
participating due to the many army veteran 
employees who thought they were x-rayed enough 
in service. The percentage decrease of partici- 
pants may be due to the long time interval. 
Probably a tuberculosis survey should be done 
every two years. In this way, education of em- 
ployees to periodic x-ray would be emphasized 
and because of labor turnover, more people would 
be given an opportunity to be x-rayed. 

There was a better follow-up this time, as the 
industrial physician was Health Officer and had 
access to the names of those with positive find- 
ings in this community. 

Such a survey is a worthwhile procedure. 
The Visiting Nurses Association and local people 
were invited to participate and a few took 
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advantage of the opportunity. It stimulated the 
local Visiting Nurses Association to arrange to 
have a survey made of the entire community at 
a future date. 

The follow-up is most important in tubercu- 
losis work. All positive findings were checked 
and re-x-rayed by this industry and the plates 
read by the Connecticut State Tuberculosis Com- 
mission. There were three positive sputa cases 
who were placed in sanitariums, and where the 
employee has been employed six months or more 
by the company longer insurance benefits were 
arranged. 


HE 1944 survey had the highest percentage 

of participants in any survey (industrial or 
otherwise) up until this date in the State of 
Connecticut. An effort has been made by this 
industrial medical department to x-ray any em- 
ployee who was not x-rayed in the 1948 survey. 
A card system was kept of all employees and it 
was possible to tell which were x-rayed and which 
were not. On any occasion of employee visits to 
the medical department (injury, minor non- 
occupational sickness, transfer, return to work 
after illness or layoff) a chest x-ray was taken 
if the person had no record of one. It was slow 
work to obtain them one at a time, but progress 
was made and from May 15 to the present date, 
100 were added to the list. In addition, most new 
employees were x-rayed as time, facilities and 
indication permitted. 
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Summary 

ASS x-ray surveys were taken of carpet plant 

employees in 1944 and 1948. The interesting 
result was a 1% decrease in the positive findings 
in a four-year period, from 2.8% to 1.8%. There 
was a reduction in reinfection tuberculosis from 
1.8%, or 39 cases, in 1944 to 0.6%, or 18 cases, 
in 1948. Minimal cases decreased from 29 to 13, 
1.3% to 0.4%; moderately advanced cases de- 
creased from eight to five, 0.4% to 0.2%; far 
advanced cases decreased from two to zero or 
0.09% to 0.0%. Owing to electrical (technical) 
reasons, four x-rays were unsatisfactory in 1944 
and 34 in 1948. 

The follow-up is expedited when the Health 
Officer of the community is interested and has 
the facilities to do x-ray. 

Curiously enough, the incidence of enlarged 
hearts (cardiac disease) was the same (0.1%). 
It seems as though this percentage should have 
been much higher, as there was a large number 
of elderly employees in this plant. 

Again, the routine use of x-ray on every em- 
ployee at time of hiring is very desirable. In 
this way, everyone is covered and protected and 
x-ray at survey time would disclose any change 
in the pulmonary fields and give comparative 
films. 

It is to everyone’s advantage, employees, em- 
ployer, physicians and community, that this 
work be encouraged, aided and abetted by indus- 
trial medical departments. 





Congress on Industrial Health 


Fb NINTH ANNUAL CONGRESS ON INDUSTRIAL HEALTH is now being 
organized jointly by the Industrial Hygiene Division of the Public 


Health Service and the Council on Industrial Health of the American 
Medical Association. Other organizations have helped in the planning or 
will participate in the sessions of the Congress. The meetings will be held 
January 18-19 at the Drake Hotel in Chicago, with preliminary panel com- 
mittee conferences the previous day. The opening general session on Tues- 
day morning, January 18, will define the purpose of the Congress. The 
keynote address on the worker’s interest in health will be presented by an 
outstanding labor leader. A symposium will be conducted on “New Horizons 
in Industrial Health” to be participated in by SURGEON GENERAL LEONARD A. 
SCHEELE of the Public Health Service, PRESIDENT NED DEARBORN of the 
National Safety Council and PRESIDENT JOSEPH G. NORBY of the American 
Hospital Association. The Congress will then resolve itself into four panels: 
Scope and Distribution of Medical Service in Industry, Environmental 
Hygiene, Medical Aspects of Industrial Human Relations, and Health Educa- 
tion. Representation from labor, management, insurance and others in- 
terested will be invited, in anticipation of later conferences to define closer 
relations between the worker, the employer and medical-health facilities. 
To further this objective, January 16-22 will be officially proclaimed “Indus- 
trial Health Week” in Chicago and unusual effort will be made to concentrate 
community interest on the health of those who work for a living. 

















An Eye Physician Reports on the 
Ninth International Congress of Industrial Medicine 
London, England, September 13-17, 1948 


HEDWIG S. KUHN, M.D., 
Hammond, Indiana, 
Representing the Joint Committee on Ophthalmology, 
American Association of Industrial Physicians and Surgeons, and 
National Society for the Prevention of Blindness 


AKING the flight New York to London in 11 

hours of flying time, does not give one a 
chance to make the mental or spiritual adjust- 
ments required in going from one country to 
another—and least of all in going from the 
U.S.A. to England. Immediately on dropping 
to the runway at the London airport, Heathrow, 
in the early evening, one is conscious of the first 
difference—one of many. Here are no millions 
of twinkling lights below. As one flies over the 
great city only dim lines of blurred and faint 
lights reveal themselves indicating streets, build- 
ings at the edge of the airfield, and activities in 
the distance—fuel is scarce—therefore, power is 
scarce—therefore, lights are dimmed and con- 
served, and this, 10 years after the war started 
and three after it is over! Hotels are jammed 
with people hopelessly and helplessly seeking a 
spot for the night, except for the few who have 
gilt edge reservations and a friend to watch these 
same reservations and the clock. Restaurants, 
grills, tea houses close early, so when we sought 
a bite to eat at 10:00 o’clock, we got a few left- 
overs, canned lobster, tea and cake. Again, and 
over and over again, the slow tone beat of 
AUSTERITY revealed itself! Quietly, without fan- 
fare or bitterness or violence but steadily it beat 
—in physical and material environment—never 
in the hearts and spirit and personalities of the 


people. 


HE International Congress of Industrial Med- 

icine was founded in 1906 in Italy, as an asso- 
ciation for studying questions concerning indus- 
trial medicine and establishing permanent rela- 
tions between those who in different countries 
are working in this field. The Congress, 
which is always held under the auspices of the 
permanent International Commission on Indus- 
trial Medicine, meets at intervals of four years. 
The last was in Frankfort in 1938—this was the 
first one to be held in Great Britain. Here it 
had the patronage and support of the King and 
Queen, the Government, the Royal College of 
Surgeons, the Royal College of Physicians, and 
the Medical Officers Association. The British Or- 
ganizing Committee headed by Dr. T. A. Stowell, 
a member of the permanent Commission, did a 
magnificent job. A thousand delegates from 44 
countries attended. Registration at Church 
House on Sunday morning, September 12, gave 
each member a kit including the official program, 
notification of social events, blanks to fill out for 


field trips, general information, maps showing 
Congress headquarters, relationships between 
buildings, location of staff taking care of cable- 
grams, securing of ration books, exchange of 
money, train reservations and many other items. 
It was a shock to realize that all (except guests 
of very large hotels) had to secure food ration 
books so as to provide the hotel or family with 
whom they were staying with food coupons. Much 
of the food is rationed—butter, eggs, meat, choco- 
lates, candies and also cigarettes, most of the 
clothes and household furnishings and other 
items needed so badly. Rations were taken off 
of shoes a few days before we arrived, and rolls 
appeared for the first time at hotel tables a week 
before. Petrol is heavily rationed, and drivers 
hired to attend to the personal trips and wants 
of the delegates were in a bad fix if their patrons 
had not secured petrol coupons for them. All of 
this was explained in detail by the amazingly 
active and gracious members of the Organizing 
Council. Conspicuous in their service to the dele- 
gates were Drs. T. A. Stowell, H. J. Davies, E. R. 
Merewether, S. W. Fisher, A. J. Norris (Reha- 
bilitation Chief), Dobbie-Bateman, as well as 
many other very busy and important people. The 
morning sessions were held in Caxton Hall, a 
beautiful old building near Westminster Abbey. 


LONDON is steadily putting paint and plaster 

over her hurts. The hotels are spic and span, 
clean, painted, bright and attractive. Service is 
good, although the staff is obviously weary and 
dragging. The first sight of a bombed building— 
especially a residence—gave me a much greater 
jolt than I had anticipated. Jagged torn holes, 
indicating completely demolished houses appeared 
in block after block of well known stone-front 
three-story homes in the fine west end residence 
district of London, in the fine shopping area, in 
the Parliament area, and in the district in which 
doctors and lawyers have their offices and fam- 
ilies have their homes, as well as in the crowded 
east end home districts. What had the occupants 
of these homes and professional and commercial 
offices to do with soldiers and guns and fire, and 
the hatred of a few psychotic war leaders! There 
was nothing left in these spots—no stone sup- 
ports—no steel scaffolding—it was as though 
some punch-drunk giant had taken a hammer and 
viciously smashed down one unit here, one there 
—leaving the sidewalls with their patterns of 
staircases and door frames still visible. Signs 
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with arrows pointed to “Car Parking—bomb 
site,” the level places now serving as parking 
places. All this on priceless real estate! 


THE session opened officially Monday the 13th, 

at Central Hall—where Parliament met after 
Westminster was blitzed, the inaugural address 
being made by the Rt. Hon. G. A. Isaacs, M.P., 
Minister of Labor and National Services. The 
platform held the Lord Mayor of London, the 
President of the Royal College of Physicians 
and other officials. That afternoon the scientific 
program began—six sessions being held simul- 
taneously—Diseases of the Lungs, Atmospheric 
Pollution, Toxicology, Industrial Nursing, Or- 
ganization of Industrial Medical Services, In- 
dustrial Medical Content of the Law. Speakers 
represented Great Britain, France, Sweden, 
United States, Czechoslovakia, Switzerland, Italy, 
Belgium, Norway, Finland, Argentine. In the 
evening the British Organizing Council and the 
Association of Industrial Medical Officers held 
a lovely reception for the delegates at Georgian 
Hall. 


ON TUESDAY, September 14, the morning ses- 

sions were Industrial Nursing, Work and Skill, 
Toxicology, Training of the Industrial Medical 
Officer, Lighting, Etiology and Treatment of Sur- 
gical Conditions found in Industry. Represented 
were Great Britain, Australia, France, Belgium, 
Sweden, Denmark, Czechoslovakia, Norway, 
Italy, United States, Holland. The afternoon ses- 
sions included the Hazards and Aspects of Spe- 
cific Industries, Radiant Energy, Etiology and 
Treatment of Surgical Conditions, Toxicology, 
the Environment of the Worker. Represented 
were Chile, Great Britain, Czechoslovakia, United 
States, Sweden, Switzerland. In the afternoon 
an excursion to the Royal Docks had been ar- 
ranged for delegates and wives by the Port of 
London Authority. That evening, the govern- 
ment itself gave a beautiful reception at Lan- 
caster House on the lawn where government of- 
ficials received the guests in style. 


\W EDNEsSDAY, the 15th, the subject matter in- 

cluded the Organization of Industrial Medical 
Services, Medical Supervision in Industry, Oph- 
thalmology and Toxicology. Represented were 
France, Finland, United States, Italy, Great Bri- 
tain, Norway, Belgium, International Labor Of- 
fice, India, Holland and Portugal. The section on 
Ophthalmology was the first ever held by the 
International Congress of Industrial Medicine. 
Sir Stewart Duke-Elder was in the chair. The 
speakers represented Britain, France, Holland, 
United States. The afternoon subjects were 
Pneumoconiosis, Organization of Industrial Med- 
ical Services, Thermal Comfort, the Newer Me- 
tals. Represented were Sweden, France, Czecho- 
slovakia, Belgium, South Africa, Australia, Hol- 
land, Great Britain, United States, Finland. Two 
receptions were held following: the first given 
by the City of London, the second by the Royal 
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College of Nursing. At 10:45 P.M. the delegates 
were the guests of the Arthur Rank Organiza- 
tion, with a special performance of the Olivier 
film “Hamlet.” As all transportation (subway, 
buses, taxis) stop after 11:00 P.M., chartered 
buses awaited the guests to take them to their 
respective districts at 1:20 A.M. when the show 
Was over. 


"THURSDAY morning the 16th, the subject mat- 

ter included Physiology of the Environment, 
Dermatology, Intergration of Occupational 
Health with National and Community Services, 
Preventive Methods in Mining, Treatment of 
Surgical Conditions. Represented were Great 
Britain, Sweden, United States, Switzerland, 
Portugal, Hungary, Poland, Belgium, France. 
The afternoon subjects were Specific Industrial 
Hazards, Pneumoconiosis, Industrial Electricity, 
Occupational Tumors of the Bladder. Repre- 
sented were Great Britain, Sweden, Denmark, 
France, United States, Czechoslovakia, Switzer- 
land, Norway, Spain, Italy. Those not attending 
the scientific program during the afternoon were 
treated to a London Fire Service display. In 
the evening the Royal College of Surgeons gave 
a very colorful reception in their own building 
with the English doctors appearing in formal 
attire and their brilliant cardinal red academic 
gowns, with war decorations and many brilliant 
other decorations. 


Fray the 17th, subjects included were Tox- 

icology, Job Adjustment, Incentive and Absen- 
teeism, Hazards of Specific Industries, Sym- 
posium on Color Vision. Represented were the 
United States, Great Britain, France, Canada, 
Czechoslovakia, Holland, Poland, India, Ireland. 
Late that afternoon the Mackenzie Industrial 
Health Lecture was given on “The Surgeon in 
Industry,” by A. G. Griffith, while in the evening 
the British Medical Association reception was 
given in their own house, followed by the re- 
ception of the Royal College of Surgeons. This 
closed the official Congress Session. 

Films and slides were shown each day at the 
Safety, Health and Welfare Museum under the 
jurisdiction and expert management of Dr. E. G. 
Huxley Cowan. These were all exceedingly in- 
teresting. They dealt with Health Services, Re- 
habilitation Services, Industrial Accidents in 
South Africa, the Clyde Baison shipyard prob- 
lems, and many other interesting items. 


THE Congress made it possible for each dele- 

gate to choose from a wide variety of indus- 
tries such visits of technical interest as he de- 
sired: National Institute of Medical Research, 
Roffey Park Rehabilitation Center, Enfield Cable 
and Rolling Mills, Vauxhall Motors, Austin Mo- 
tors, Liverpool Docks, Lever Brothers, Port Sun- 
light, Cotton Industry in Manchester, Copper and 
Coal Mines, Rolls Royce Plant (Scotland), Im- 
perial Chemical Plants, Nickel Plants and many 
others. 
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IX SPITE of food rations, the Ladies Auxilliary 

had amazingly satisfying lunches ready for the 
delegates at Church House, the lounging head- 
quarters for the Congress. Here, at noon, sit- 
ting in small groups at tables we talked of many 
things; Berlin, which was much closer than to 
the States (actually as well as imaginatively) ; 
the happenings of the UN, under constant dis- 
cussion by individuals, newspapers and BBC; 
rationing and export production; problems of 
the coal mines; the desire of the Labor Govern- 
ment to do away with the House of Lords; the 
suggested nationalization of steel. Most of all, 
however, the problems of the new National 
Health Service were discussed—and cussed! It 
was impossible to go deeply into this vitally im- 
portant problem during these small snatched con- 
versations but the following facts were some 
taken in penciled notes as we talked: 


National Health Service 

HOsPitat SERVICE: The Ophthalmologist is paid 
200 pounds ($800) a year for a weekly ses- 

sion (hospital clinic) of three hours, with a six 

weeks holiday once a year. 

The maximum allowance is eight sessions a 
week (if one can get them)—the average is two 
sessions a week. The maximum income there- 
fore (if the doctor has the time and space) is 
1600; i.e., $6,400.00 per year. Domiciliary visits 
are allowed, but you are only paid for 25—the 
rest must be done without charge. You can be 
called on at any time of the day or night—if 
you get a thousand of these a year you are lucky! 

If patient arrives in your private office with 
a green slip, you can refuse to take care of him, 
but not if he comes to you at your hospital ses- 
sion. If he then needs a refraction there is an 
additional charge, which he must pay you or 
get to one of the hospital sessions (with an 
appointment weeks later). 

Refractions: If an Ophthalmologist sees 60 
people a week he gets a hundred pounds. He 
can work for 46 weeks a year (with a six weeks 
vacation each year), very easily make 4600 
pounds a year on this schedule—($18,400.00) . 
There is no maximum—<an see all that he wants. 
This arrangement is supposed to cease March ’49 
—-and then? 

The above lucrative arrangements have been 
brought about mainly by the pressure of the 
Opticians who fought a hard item by item battle 
with the government, refusing to concede im- 
portant parts of the program desired by govern- 
ment. The Ophthalmologist, is therefore in a 
much better position under the present program. 

The Optician gets 25 shillings ($5.00) for 
dispensing each pair of glasses. He, therefore, 
now makes up distant and reading glasses (two 
pairs) for each applicant rather than making up 
bifocals as HE GETS DOUBLE THE FEE!! There is 
a long wait, however, for glasses even up to 
three months for ordinary prescriptions, while 
the materials, frames and lens quality are in- 
ferior to anything that we have in this country. 
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The above income is possible without surgery. 
Surgical fees, minimum and maximum, were not 
investigated. The money designated for Ophthal- 
mic services including glasses, etc., for the entire 
year has already been used up! (The Service 
started July 5.) 

The dentists really have a lucrative setup— 
they get 15 shillings (about $3.00) for examin- 
ing teeth. They must fill out endless sheets and 
reports, it is true, and must do everything in- 
dicated as requiring attention. This throws their 
schedule off and causes long delays in handling 
of patients. But it has been estimated that a 
very average dentist can make an easy $45,000 
a year under the government plan. The average 
is $15,000 and with no reference to quality of 
work. He receives three times as much money 
from the GOVERNMENT for a dental case as he 
could or would feel justified in charging the same 
individual as a private patient. 

Hospital shortages are very great. Almost 
every hospital in England including London suf- 
fered bomb damage. The 60-bed addition to 
Moorfield’s Eye Hospital, finished just before the 
war, has been completely destroyed. The back 
log for surgery runs up to six and seven months 
of bookings. With the initiative and effort made 
by people who can afford to make it, those that 
can afford it, will push themselves up in the 
schedule, and the services to the lower and more 
needy income groups will be much worse. In- 
asmuch as the low income groups were the very 
groups for whom the service was set up, much 
of the benefit of the plan is destroyed. 

In order to follow through on their scheme 
they need at least three times the number of 
doctors that they have now, and twice as many 
nurses. Many patients now must come in to the 
office for a prescription when they have a head- 
ache, (if they want their drugs free), where they 
formerly went to the pharmacist directly. This 
fills up medical offices and takes medical time. 
The druggist gets 3 shillings for dispensing any 
and all types of medication. Under the previous 
Panel System the patient had to return the 
bottle when he had a refill—or he had to pay for 
a new one. Under the present system they get 
as many bottles as they want and pay for nothing. 
One man came to the druggist saying that he 
had a prescription for a headache, but that his 
headache was gone, and could he have razor 
blades instead! 

The industrial medical officer does not at pre- 
sent come under the National Health System— 
as there are not enough certified industrial med- 
ical men to fill the jobs. His income is not equal 
to that of our medical directors. Rather than 
ask for a raise in his pay, he asks that his ex- 
pense accounts be increased. This means that 
when he is later put under the National Health 
Act (and this was indicated as being in prospect 
during the Congress) half of his pay (which 
would be paid back to industry) would be safe- 
guarded, therefore, not reducing his total in- 
come. 
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There are 14 hospital regions and boards in 
the country—each one of these boards spends 
over a million pounds a month. 

While many of the doctors approve of the basic 
idea of the National Health Service, they feel 
that the government has bitten off more than it 
can chew. That if they had included the families 
of the wage earners registered in their previous 
panel system, they would have made a better 
contribution to improved medical service. Hos- 
pital centers and clinic centers are not built (and 
won’t be for a long time) to take care of the 
vast numbers of people wanting (though not 
always needing) care. 

The criticisms made of the British Medical 
Association by the individual doctors are bitter 
and many. English doctors feel that the BMA 
lost their opportunity for bargaining for really 
vital important and fundamental aspects of the 
national medical program by quibbling over de- 
tails—free choice of doctor and many minor 
things. Now the BMA has been placed in the 
bad position of having improperly advised the 
government as to what was essential, and part 
of the failure of the plan will be laid at the 
doorstep of the BMA. The American delegates 
hoped, but not too hopefully, that our AMA 
would not be asleep at the switch. 


A STRIKING characteristic of this Congress was 

the fact that delegates mixed freely—there 
were no gatherings by countries or cliques of 
small isolated groups—this in spite of some 
language difficulties, although most of the dele- 
gates spoke some English. One thing is sure, 
that the myth of British anti-Americanism can 
be completely exploded—THERE WAS NOT ONE 
SINGLE SIGN OF ANYTHING BUT WARM CORDIALITY, 
FRIENDLINESS, KEEN INTEREST, A LIVELY DESIRE 
TO KNOW MORE AND LEARN MUCH ON THE PART 
OF ALL THE ENGLISH WE WERE IN CONTACT WITH 
IN ALL WALKS OF LIFE—the waiters, the hotel 
people, the taxi-cab drivers, the storekeepers, the 
professional people, management heads, bankers, 
commercial folks—everyone was cordial. Hos- 
tility is non-existent! Therefore, we can say 
that anti-British propaganda here in the U.S.A. 
is tremendously successful in making false state- 
ments of British anti-Americanism. One can 
easily see how that would build resentment on 
the part of Americans, so that we would de- 
velop an anti-British attitude. The effectiveness 
of this campaign is tremendous. There are only 
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handfuls of individuals actually making the trip 
to England, actually traveling around not only 
as tourists but as an integral part of the life of 
the people who can return with a correct eval- 
uation. This campaign is a wicked selfish thing 
these days, when one needs desperately to secure 
an accurate and real evaluation of foreign 
countries, foreign peoples, motives and feelings 
all so essential to building step by step, some 
kind of sanity out of this cockeyed world. Person 
after person spoke in glowing terms of our G.I.’s, 
how happy the small villages located in the vicin- 
ity of large encampments were; how glad they 
were that some of our air crew already were 
back. Any country that welcomes the soldiers 
of another country and has only good to say of 
them is not Anti that country! 


T WAS a wonderful experience to find people who 

were not whining, complaining and griping 
and trying to beat each other out of every large 
and small thing as they are here. With no soap, 
one towel per guest, no napkins, with rare changes 
of table cloth, little gasoline, no transportation 
after 11:00 o’clock, three courses a meal and no 
more (no matter how much money you have) 
and these courses very monotonous (fish and 
carbohydrates)—no fruit—no butter—no cream 
-—-very little milk—no fresh eggs (one every two 
weeks on child ration)—no stationery—no paper 
—four-page newspapers—no travel outside Island 
(beyond $150.00 expenses)—no paper clips—no 
rubber bands—no Kodachrome—two varieties in 
spectacle frames—no attractive household goods 
—BUT in spite of this a steady staunch, sturdy, 
sunny spirit that was most refreshing! THIS 
is not “stupid pride” as some people label their 
attitude—it is guts and dignity! There are times 
when their spirits are low; one can’t work and 
get many thrills on 1800 calories a day with little 
proteins and little vitamins, plus rain, plus the 
knowledge of what lies across the channel! 


As A Medical Congress, this 9th International 

could not have been organized more efficiently, 
with more graciousness and more thoughtfulness. 
Our experiences, both in the beautiful rural areas 
and in other cities visited and worked in after 
the London session closed, were deeply satisfying, 
as was the quick sympathetic understanding and 
“give and take” of our medical colleagues. Loyal- 
ties born in such an atmosphere will endure for 
a very long time. 
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ASSOCIATION NEWS 








First Fellowship 
Past Fellowship in Occupa- 

tional Medicine Granted by 
the American Foundation of 
Occupational Health: This 
Foundation, which is a Trust 
founded June 22, 1945, spon- 
sored by the AMERICAN ASSOCIA- 
TION OF INDUSTRIAL PHYSICIANS 
AND SURGEONS, has granted its 
first Fellowship in post-grad- 
uate training in Occupational 
Medicine to DR. JOHN HOWARD 
JOHNSTON. This training is to 
be given at the University of 
Pittsburgh School of Medicine 
under the supervision of DR. T. 
LYLE HAZLETT. Six outstanding 
applicants have been interviewed, and the selection 
of one applicant presented a challenging task to the 
Trustees who hope the time is not too distant when 
similar Fellowships can be granted to such appli- 
cants at least once every six months. The training 
will constitute 18 months at the University of Pitts- 
burgh School of Medicine, followed by a second 18- 
months’ “in-plant” training period, actually working 
in the field of occupational medicine in a compre- 
hensive medical department under competent pre- 
ceptorship with diversified opportunities of further 
actual experience in all the phases and problems of 
industrial medical practice. The first 18 months 
at the University of Pittsburgh School of Medicine 
will include the following: 

I. Duration of Fellowship—18 months. 

II. Didactic lectures given during the 18-month 

period: 

(a) Industrial medicine—22 hours. 

(b) Applied physiology—40 hours. 

(c) Toxicology—32 hours. 

(d) Nuclear physics—16 hours. 

III. Practical experience: 

(a) Westinghouse Electric Corporation— 

3 months: 
Dispensary; survey of plant hazards; 
periodic examinations; industrial med- 
ical statistics. One morning each week 
at industrial medical clinic of the Uni- 
versity of Pittsburgh dispensary. 

(b) Tuberculosis Hospital—3 months: 
Dispensary work; x-ray interpretation; 
general measures for care of tubercu- 
lous patients. One evening a week at 
venereal disease clinic. 

(c) Carnegie-Illinois Steel Corporation ser- 
vice at St. Francis Hospital, Pitts- 
burgh—6 months: 

Traumatic surgery; orthopedic sur- 
gery; physiotherapy; general pathol- 
ogy. One morning a week at the Uni- 





John Howard Johnston, M.D. 


versity of Pittsburgh Indus- 
trial Hygiene Laboratory. 

(d) Dermatology—1 month: 

Dispensary and hospital. 

(e) Medicine—1 month: 

Cardiology, including ECG 
interpretation; x-ray inter- 
pretation; medical ward. 

(f) Psychiatry—1 month (half 

time) : 
Dispensary and hospital. 

(g) Hematology—1 month (half 

time) : 

Dispensary and_ hospital, 
including the review of 
smear types and pathology 
of blood diseases. 

(h) Division of Industrial Hy- 
giene, Pennsylvania State Department 
of Health—1 month: 

Observation of work of the division, 
including field trips. 

(i) U. S. Bureau of Mines Laboratory, 
Pittsburgh, U. S. Public Health Lab- 
oratory, Washington, D. C., Compen- 
sation hearings, Pittsburgh—1 month. 

IV. Attendance at national meetings: 

(a) Council on Industrial Health of Amer- 
ican Medical Association. 

(b) AMERICAN ASSOCIATION OF INDUSTRIAL 
PHYSICIANS AND SURGEONS. 

(c) AMERICAN INDUSTRIAL HYGIENE ASSO- 
CIATION. 

(d) American Public Health Association. 

(e) National Safety Council. 

V. Thesis—pertinent to industrial medicine. 


D* JOHN HOWARD JOHNSTON our first Fellowship 

recipient now resides at 890 Copley Road, Akron, 
Ohio. He was born March 15, 1917, in Brooklyn, 
New York, where his earlier schooling was obtained. 
His pre-medical work was at Dartmouth College 
where he received his Bachelor of Arts degree in 
June, 1939. He attended Long Island College of 
Medicine where he graduated Doctor of Medicine in 
1943. He interned at the Long Island College Hos- 
pital in 1943-1944, and had a post-military service 
Rotating Internship at the Meadowbrook Hospital 
from September, 1946, to February, 1947. He had 
a course in Pathology at the Long Island College 
Hospital from February to July, 1947, and service 
in Surgery at the same hospital July, 1947, to 
July, 1948. During the war he was a Medical Of- 
ficer in the U. S. Navy from January, 1944, to 
October, 1946. He was licensed in the State of New 
York in 1943. He has indicated his intention of 
making the field of occupational medicine his life’s 
work, and it is hoped that his training will start 
on January 5, 1949. 
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Dr. George James Connor 
W®* RECENTLY learned of the death of DR. GEORGE 
JAMES CONNOR, 14 Eastland Terrace, Haverhill, 
Massachusetts. He was a member of this Associa- 
tion through the NEW ENGLAND CONFERENCE OF IN- 
DUSTRIAL PHYSICIANS AND SURGEONS since 1946. He 
was plant physician for the Haverhill Electric Com- 
pany, the Western Electric, and the New England 
Telephone and Telegraph Company. He died at the 
Phillips House, in Boston, April 18, 1948, at the 
age of 61, of carcinoma of the lung. 


Dr. Francis O. Anderson 

R. FRANCIS 0. ANDERSON, 227 North Mitton Street, 

Sarnia, Ontario, Canada died October 18, 1948. 
He was born in Montreal, September 28, 1873, re- 
ceived his M.D. degree at McGill University in 1906, 
and has been a Fellow of the American College of 
Surgeons since 1939. He was Consultant to the St. 
Joseph Hospital, Sarnia, and the Sarnia General 
Hospital in Sarnia, Ontario, Canada. He has been 
associated as industrial physician with the Polymer 
Corporation Limited since July, 1944, and has been 
a member of this Association for three years. 


Dr. Benjamin James Slater 
D*: BENJAMIN JAMES SLATER, Associate Medical 
Director of the Eastman Kodak Company, died 
on Saturday, December 4. He had been in ill health 
for several months. Associated with the Kodak Med- 
ical Department for 28 years, DR. SLATER helped to 
make it one of the most efficient and advanced de- 
partments in the field of industrial medicine. He 
was superintendent of the Kodak Park Medical De- 
partment at the time of his death. He joined Kodak 
in January, 1920, as a part-time medical consultant 
and six months later he began devoting his full 
time to industrial medicine with the company. After 
he was appointed Associate Medical Director in 1943 
he continued in active charge of the medical program 
at Kodak Park. A member of a pioneer family of 
the Town of Greece, DR. SLATER was educated in 
local schools, and was graduated from the University 
of Rochester in 1910 with a B.S. degree in biology. 
After completing his medical studies at Cornell 
Medical College in 1914 he interned at the New 
York Hospital House of Relief in New York. While 
the first World War was in its early stages he went 
overseas for the American Red Cross in 1915 and 
served as resident surgeon at a military hospital in 
Paris. He returned to Rochester in May, 1916, and 
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a year later was commissioned in the medical section 
of the U.S. Army Reserve Corps. In June, 1918, he 
was graduated from the Army Medical School in 
Washington and served as chief medical examiner 
of the Engineer Examiners’ Board in Washington 
and as assistant to the chief of medical service, 
General Hospital, in Lakewood, New Jersey. He 
resigned Juiy 7, 1919. During his career at Kodak 
DR. SLATER gained national recognition for his part 
in establishing a system of medical supervision that 
has been called a model for programs in industrial 
medicine. A distinguished figure with his wealth 
of snow-white hair, DR. SLATER was blessed with 
boundless energy during most of his career. He 
was active in national, state and city medical groups, 
serving in executive capacity in numerous organiza- 
tions. He was a fellow of the American Medical 
Association, a fellow of the AMERICAN ASSOCIATION 
OF INDUSTRIAL PHYSICIANS AND SURGEONS, past presi- 
dent of the New York State Society of Industrial 
Medicine and a past president of the Seventh Dis- 
trict of the Medical Society of the State of New 
York. Beyond his own profession, DR. SLATER gave 
much of his time and energy to civic affairs. At 
various times he was an instructor in industrial 
medicine at the University of Rochester’s School of 
Medicine and Dentistry, and taught in the School 
of Nursing at General Hospital. 


Dr. Thurman H. Lautenschlager 
’T'HE NEWS of DR. THURMAN H. LAUTENSCHLAGER’S 
death in Santa Barbara, California, on Septem- 
ber 25, 1948, was most startling to all of us. DR. 
LAUTENSCHLAGER was born in Dayton, Ohio, May 6, 
1888; received his M.D. degree at the University of 
Cincinnati College of Medicine; interned at the City 
Hospital in Cleveland. He established an industrial 
medical practice in Dayton, during which time he 
was consulting and treating surgeon for a number 
of industries. He was Medical Examiner and Med- 
icolegal Consultant for the Industrial Commission 
of Ohio, 1935 and 1936. He has been a member of 
the A.A.I.P.&8S. since 1921, a Fellow since 1931, an 
Honorary member since June, 1948, and was a past 
member of the Board of Directors of the A.A.I.P.&S. 
He had been active in the publication of papers 
dealing with industrial medical practice and much 
on the medicolegal phases of this practice. He was 
most active recently with this Association during 
the Chicago convention. We will miss his dynamic 
and enthusiastic personality, and the field of occu- 
pational medicine has lost another pioneer. 
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NEWS, COMMENT, OPINION 








Accident Logic 

[t IS TOLD that an interested observer in a welding 
“ plant saw only a single worker wearing goggles. 
Asking the reason, he was informed: “That chap 
has only one eye.” 


That "Free Care" 

BETAIN's Prime Minister Atlee recently entered a 
London hospital as a “free care” patient. Ap- 

parently finding the country’s nationalized medicine 

needed seasoning with private care, he paid $59 

“extra” for a private suite, $185 fare to fly a spe- 


cialist from the Isle of Jersey. 
—Medical Economics, November, 1948. 


The Blessings of Socialized Medicine 
SFEN by J. W. H. in Chicago Tribune: “Cambridge, 
England, October 12 (AP)—An old woman who 
had been bald since she was six appealed to the gov- 
ernment today for a new wig. Under the tax sup- 
ported national ‘health service, she will get not only 
one but two. S. W. Davis, regional officer of the 
pensions ministry, said: ‘The woman wrote that she 
bought a second hand wig many years ago, but 
that it’s worn out. We replied that she can get a 
new wig free through us if she goes to a hospital 
first to get the necessary certificate. She will be pro- 
vided with two, in fact, because a wig occasionally 
has to be cleaned.’ ” —J.A.M.A., December 11, 1948. 


Origins 
[NDUSTRIAL safety should begin on the drawing 
board and in the pilot plant where equipment is 
first tested, R. C. Stratton, chemical engineer, Trav- 
elers Insurance Co., said in a talk at the National 
Chemical Exposition, at the Coliseum. The chief 
causes of industrial accidents are fires, explosions 
in operational or pressure apparatus, explosions of 
dust or sensitive materials, and collapses of struc- 
tures. —Chicago Daily News, October 14, 1938. 


Industrial Accidents 


AMERICANS are supposed to be safety minded, and 

it is disillusioning to learn from the President’s 
Preliminary Conference on Industrial Safety that 
there has been no reduction since 1932 in the over- 
all industrial accident rate of 2,000,000 a year. 
DR. W. P. YANT, of Pittsburgh, who heads the confer- 
ence committee on research, recommends an inten- 
sive study of the causes of accidents, including the 
elusive psychological factor of a person prone to 
them. —Buffalo News, October 18, 1948. 


Black Monday 


.r" Is the activities and irregularities of Saturdays 

and Sundays that dissipate health reserves and 
cause Black Monday in industry. This fact was apt- 
ly proved in a report recently made by a physical- 
fitness clinic conducted among executives and em- 
ployees of an office. Every applicant to the clinic 
was given a health examination with the object of 
identifying the causes of impaired health. Only 
five out of 735 persons asked “Have you any health 
habits injurious to your health” replied that they 
had. Yet there were 2,294 faulty health habits found 
among this group. Of. the physical defects found, 
overweight and underweight led the list. Faulty 
health habits included no regular rest periods, in- 


sufficient exercise, not enough outdoor sunlight, fast 
eating, candy between meals, worry, overeating or 
undereating, and irregular bedtime. Proof that most 
persons want better health is shown by the results 
of this physical-fitness clinic. Eighty-eight cases in 
the danger zone of overweight proceeded to lose a 
total of 574 pounds. A similar number of cases in 
the danger zone of underweight gained 247 pounds. 
Fourteen persons with high blood pressure were 
benefited by a reduction in blood pressure. Gener- 
ally speaking, patients are willing to pay for med- 
ical service when they are sick but not for health 


service when they think they are well. 
—Phoenixville, Pa., Republican, October 13, 1948. 


Protected Against Wage Loss 
IX A stTupy of 1,150,000 establishments, in indus- 
tries covered by unemployment compensation, the 
Research Council for Economic Security found that 
about 50% of the employees enjoy some degree of 
protection against wage loss during illness. A total 
of 30,000,000 workers was tallied for the study. The 
Council states in its report, “In every state, with 
or without compulsory legislation, employers realize 
the need to protect their workers against wage loss 
during disability, and have extended such protection 


on a voluntary basis.” 


—Minnesota Medicine, November, 1948. 


Not So Good 
Te state of the nation’s health could be a lot bet- 
ter. That was what they said again and again in 
Boston last week at the 76th annual meeting of 
the American Public Health Association. In some 
ways, we are worse off than we were a century ago, 
said Dr. Abel Wolman, professor of sanitary en- 
gineering at Johns Hopkins, and our boasted pro- 
gress in health is not as great as many like to think. 
There is hardly a stream in the U.S. that is not 
more polluted than it was 100 years ago, and, said 
Dr. Wolman, “there is hardly a city in Massachu- 
setts or one in the rest of the U.S. in which the 
conditions of housing are not essentially worse than 
those at which the Shattuck report (1850) directed 
severe criticism.” In Washington, D.C., he added, 
100,000 people draw their drinking water from 
hydrants in the yard and use outdoor privies. There 
are almost 6,000 communities in the U.S. with no 
public water system, more than 9,000 without sewer- 
age systems! In 8,300 communities, where some 70 
million people live, there are no modern facilities 


for collecting and getting rid of garbage. 
—Time, November 22, 1948. 


Wisconsin Medical Technologists 
[CENTRALIZATION of heavy industry is bringing 
dangers of chemical poisoning to suburban and 
rural areas, DR. ELSTON L. BELKNAP, Associate Pro- 
fessor of Medicine at Marquette University’s Med- 
ical School, told the annual convention of the Wis- 
consin Association of Medical Technologists at the 
Plankinton hotel. “Industrial medicine is internal 
medicine now,” he said. He pointed out that doctors 
and engineers are working together to protect work- 
men against dangerous gases and dusts that would 
disable them. Lead poisoning, formerly a common 
ailment among workers in storage battery factories, 
now is controlled by frequent examinations and bet- 
ter working conditions. However, it sometimes oc- 
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curs when paint is burned. Streamlining of products 
has brought more danger of inhalation of toxic ma- 
terials. Some industries have gone back to hand 
filing instead of grinding to avoid exposing work- 
men to dusts, he said. A new method of detecting 
cancer, by studying individual cells discharged by 
the body cavities was. discussed by DR. GORDON WOR- 
LEY, JR., Associate Professor of Clinical Pathology 
at the University of Wisconsin. He explained that 
by a special staining procedure, the presence of 
cancerous growths could be detected in 95% of the 
cases. DR. WORLEY emphasized that the test did not 
replace surgical biopsy—removal and examination 
of a portion of suspected tissue—but helps in early 
recognition of cancer. The procedure is now used 
at the state laboratory of hygiene and the Wisconsin 
General Hospital in Madison. ESTELLE DOWNER, 
Fematologist at the Milwaukee County General Hos- 
pital, told the technicians of the importance of blood 


cell studies in diagnosing leukemia. 
—Milwaukee, Wisconsin, Journal, October 31, 1948. 


Education Needed for Safety 


A PROGRAM started several years ago for the pro- 

motion of safety in Minnesota’s industry, mines 
and highways is paying off in improved labor-man- 
agement relations, incentive for greater effort on the 
part of labor and better understanding between 
groups, Harold E. Stassen, president of the Uni- 
versity of Pennsylvania, said at a luncheon-meeting 
of the New Jersey Executives Industrial Safety 
Conference at the Baltursrol Golf Club at Spring- 
field, New Jersey. Minnesota initiated its expanded 
safety program after it had experienced a bad ac- 
cident record some years ago. The new safety 
campaign was begun with limited funds and with 
existing facilities, but the results justified the cost 
and effort. “The Founding Fathers did not set out 
to establish the most productive country or the 
greatest military nation, but a new system for free 
men,” Mr. Stassen said. Gov. Alfred E. Driscoll, 
of New Jersey, advocated citizen participation in 
the field of safety. He said that laws alone were 
not the answer to the promotion of safety, holding 
that accidents were the result of thoughtlessness. 
Education, he contended, was a primary factor in 


safety promotion. 


—From New York Times, November 13, 1948. 


How It Seems.... 
TH following appeared in New York Times, Octo- 
ber 12, 1948, as a “Letter to the Editor”: “The 
New York Times recently reported that a cure for 
the occupational disease of silicosis is now in sight 
due to the wonderful work of doctors of a research 
project. Your paper omitted a key word in the 
description which is of vital importance. Silicosis is 
not just an occupational disease; silicosis is a pre- 
ventable occupational disease, and therein lies the 
rub. As you say, there are approximately 500,000 
sufferers from this disease. The number of deaths 
from silicosis, however, does not seem to be known, 
for death certificates fail to show the cause of death 
as silicosis. Some other reason is given. The ‘why- 
for’ would be interesting to know. The point of in- 
terest here is that silicosis is preventable. The Na- 
tional Silicosis Conference of 1938 unanimously 
agreed that such is the case. Yet why does the 
United States have so many widows and fatherless 
children because of a preventable occupational dis- 
ease? Here is an example of what one is up against. 
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There was a gang of four chippers employed by an 
Eddystone, Pa., steel plant two of whom I personally 
knew. They were just immigrants who came to 
America before the First World War to work and 
to live as human beings. They worked around until 
about 1930, when they obtained employment at the 
aforementioned steel plant. There they stayed for 18 
years. They helped to win the Second World War, 
the ‘men behind the men behind the guns.’ They 
even gladly, but fearfully, gave sons to the armed 
forces. One day one of the chippers got sick and 
shortly afterward died. There was vague talk of 
‘chipper’s consumption’ (silicosis). A second chip- 
per became frightened and found employment else- 
where. He was afraid of the ‘foundry dust.’ The 
other two continued working. Almost simultaneous- 
ly, the remaining two chippers, who had never suf- 
fered a day of sickness in their 50-odd years of 
living, were rushed to the hospital with pneumonia. 
After examinations and routine x-rays the diagnosis 
was silicosis complicated by tuberculosis. (Silicosis 
makes a man susceptible to other pulmonary dis- 
eases.) The condition of the men was so advanced 
that there was no hope. After a few delirious, in- 
sufferable nights, they both died. Employees of this 
particular steel company were not x-rayed, were not 
given physical examinations, were not required to 
wear respirators, and were not told about the sil- 
icosis hazard. But merely for the sake of the record, 
I sent a letter of inquiry to the personnel manager 
requesting answers to specific questions concerning 
the foregoing. There was no reply. I sent another 
letter to the president of the corporation, and re- 
ceived a reply from the works manager. It was a 
run-around. I sent a third, more exasperated letter 
to the works manager, who, believe it or not, directed 
me to write their insurance company for the in- 
formation.” 


Human Relations in Medical Department 


Gocony-vacuum Oil Company has transferred ad- 

ministration of human relation activities from 
its industrial relations department to its medical de- 
partment under DR. ARTHUR E. HOAG, medical direc- 
tor. The move was made because the company feels 
that the traditionally confidential doctor-patient re- 
lationship will prove more effective in solving in- 
timate personal employee problems not connected 
with jobs. DR. HOAG said that productivity is cur- 
tailed considerably by problems encountered out- 
side the work environment, and management is 
anxious to aid in their solution. Many employees, 
however, will not reveal to industrial relations ex- 
ecutives the nature of a number of problems ad- 
versely affecting their work because they fear they 
will become generally known throughout the organi- 
zation. “Our employees are willing and eager to 
come to the medical department with their intimate 
personal troubles because they are absolutely con- 
fident that all information will be treated as con- 
fidential by physicians and our trained nursing staff. 
It may be a sick wife, husband or child, advice about 
a coming surgical operation, financial difficulties, 
trouble with other employees, marital problems or 
advice on getting married, as well as many other 
human relations problems about which employees 
seek counsel. Many times a solution is found, but 
even if no solution is found immediately the em- 
ployee feels relieved mentally and goes back to work 
in a happier frame of mind.” Socony-Vacuum has 
just completed a $30,000 diagnostic clinic at its 
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headquarters at 26 Broadway. Serving 2,100 em- 
ployees, it gives x-ray, electrocardiac, basal metab- 
olism, fluoroscopic and other services. The company 
is installing similar clinics in keeping with the num- 
ber of employees in all its domestic operating units. 
DR. HOAG reported that all 14 refineries have them 
and marketing units are beginning to install them. 
He said that not all will cost $30,000, but added 
that $10,000 is the minimum expenditure for any 
unit. In addition to evolving and supervising safety 
and sanitation the medical department is conducting 
a comprehensive educational campaign to persuade 
employees to take steps to avoid contracting non- 
occupational diseases. Information is supplied 
through company house organs, bulletins and special 
literature. Every employee is notified that he is en- 
titled to a complete medical check-up periodically 
and, if he does not appear for one, the medical de- 
partment communicates with him and seeks to per- 
suade him to take the examination. Findings of 
employee medical examinations are kept confiden- 
tial, and treatment is given if desired by the em- 
ployee. The policy of the department however, is to 


have the employee treated by his own physician. 
—From New York Times, November 25, 1948. 


Excessive Demands on the National Health Service 


HE British Medical Association has taken the un- 

usual course of announcing in the newspapers 
that it is gravely disturbed by reports reaching it 
from all parts of the country on the effect of the 
new Health Service on the work and income of doc- 
tors. As a result of the Act, many doctors are 
overwhelmed with work because of the greatly in- 
creased public demand. In spite of being fully oc- 
cupied, many doctors find it impossible to meet their 
commitments. The British Medical Association is 
preparing a report on the whole position for pre- 
sentation to the Ministry of Health. An official of 
the association has stated in the press: “What will 
happen in the winter should there be an epidemic 
of any sort? The feeling of the profession is that 
if this were the case doctors would not be able to 
give either the time or adequate treatment to pa- 
tients. Mr. Bevan has appealed twice in public 
speeches recently for the public to use the new 
Health Service with reasonable discretion.” Mr. Be- 
van might be told that the root of the evil is in his 
promise to the public of so many good things to be 
had without any payment. A charge, even a small 
one, according to people’s means, would be more 
effective than any appeal by him. A concrete ex- 
ample of what occurs under the free National Health 
Service was recently given in the medical press. A 
woman quite legitimately brought her infant for 
treatment. When that treatment was completed she 
turned and said: “Doctor, now that I am here I think 
that I should like a bottle of medicine for myself.” 
In other directions the demands on the National 
Health Service are proving excessive. A man who 
has a tooth beginning to be carious and requiring 
filling is told by the dentist that he cannot have 
an appointment for three weeks. Millions of spec- 
tacles—more than can be supplied—are in demand 
because they can be had for nothing. The same 
applies to hearing aids and trusses and other ap- 
pliances which are free to all. 


—Foreign Letters (London), J.A.M.A., December 4, 1948. 
More and More Medical Service 


Me and more companies are providing medical 
services for their employees and this means 
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executives and supervisors as well as factory and 
office workers. This in the conclusion reached by 
the National Industrial Conference Board after a 
survey of more than 300 representative companies. 
Ninety per cent of this group now require all hourly 
workers to have pre-placement physical examin- 
ations; 77% require them for office workers; 75% 
for supervisors; and 59% for executives. Many 
smaller companies, the Board found, are utilizing 
the part-time services of physicians, visiting nurse 
services and community facilities to provide employ- 
ees with health services available in larger compa- 
nies. Almost half the companies surveyed, large and 
small, provide industrial hygiene programs. Almost 
invariably, they reported that such programs have 
been a major factor in reducing sickness, absentee- 
ism, occupational diseases and on-the-job health 
hazards. In addition, the Board was advised, a sub- 
stantial number of companies are projecting their 
health programs into the homes of workers. Em- 
ployee publications, health bulletins, posters, motion 
pictures and personal interviews are all being used 
to better the health of workers’ families, a fact that 


kas contributed materially to on-the-job efficiency. 


—Commerce, Chicago, October, 1948. 


California Disability Compensation 

E HAVE now had about a year and a half’s ex- 

perience. Considering the amount of pioneering 
that had to be done, and the fact that the entire 
program, particularly the dual system, was new, we 
have encountered surprisingly few difficulties. Claims 
loss has been very much less than was anticipated. 
Malingering has not been as great a problem as was 
feared. We designed our procedures with the aim 
of making thorough examinations as to elegibility 
of claimants and investigating fully all questionable 
cases. We think we discouraged malingering from 
the outset. In so far as one can make a fair self- 
appraisal, the Department feels that the system 
so far has been eminently successful. For the 16 
months from December 1, 1946, to March 31, 1948, 
the income to the State Disability Fund has amount- 
ed to $62,584,365.46. For the same period, admin- 
istrative expenditures were $2,514,109.86, and bene- 
fit payments, $22,706,721.86, making a total of 
$25,220,831.72 in disbursements, or 40.3% of income. 
The ratio of disbursements to income has increased 
in recent months. For the three months ended last 
March, disbursements were 53% of income. The 
Fund is abundantly solvent, having total reserves 
of $171,580,191.05, including $105,832,470.54 on de- 
posit in the unemployment Trust Fund. Some 200,- 
000 individuals have been paid benefits. An im- 
portant by-product, if we may use that term, is the 
body of morbidity statistics that will be had from 
the program. Public health authorities tell us that 
never before has there been such an opportunity to 
obtain information on the causes of illness on such 
a large group. 

—T. H. Mucrorp, Deputy Director, California Department 


of Employment, “California’s Disability Insurance Pro- 
gram,” Public Welfare, September, 1948. 


Runs into Socialism 
Peoressor ROBERT E. LANE, chief of the industrial 
health department of Manchester University, is 
one of the few people in England who have pleaded 
for an industrial health service on a national scale. 
Up to now industry here has got by with voluntary 
schemes. At the end of the war there were only 
200 whole-time and 700 part-time doctors, plus 5,000 








Page 42 


state-registered nurses in British industry. They 
took care of 15,000,000 employees. With the national 
health act in effect and both employers and em- 
ployees paying tribute every week just how much 
this industrial health business in England is going 
to progress is a question. In the country’s present 
economic plight, Lane is getting hearers. Lord 
Moran, president of the Royal College of Physicians 
(he is Churchill’s doctor) and Minister of Labor 
George Isaacs advocate a medical service for Bri- 
tish industry. A year ago an experiment on “na- 
tional” lines was begun at Slough which is just 
north of London. Here there are about 200 plants 
employing over 200,000 people. Employers subscribe 
jointly on a voluntary basis to help in financing a 
sort of communal health service. This health work in 
Slough goes on admirably and is 100% efficient. 
Whether it would work anywhere else is a question. 
In Slough all the factories are close together. In 
England’s big industrial Midlands plants straggle 
for miles. Professor Lane thinks that might be 
solved with the help of local councils but unfortun- 
ately at the moment they are not interested enough. 
On one point Lane is adamant and in this he runs 
smack into socialism—whatever scheme is evolved 
it must not interfere with the operation of private 
services already provided by progressive plants. 
Lane says their experience is too valuable and he 
claims to have convinced authorities on that score. 


—W. HoL_pen Wuite, in Cleveland Plain Dealer, October 
10, 1948. 


U. M. W. Program 

HE United Mine Workers has embarked on a pro- 

gram to afford every type of medical service to 
about 400,000 miners and their families in the bitum- 
inous coal fields, including Illinois, without direct 
cost to them. Representing an unprecedented step 
in the mining industry, the program is financed by 
the bituminous welfare fund, now aggregating about 
$100,000,000 annually and collected from the opera- 
tors at a rate of 20 cents on every ton of coal pro- 
duced. A similar program is expected to be adopted 
soon in the anthracite districts. The new medical 
plan would take care of a coal digger’s family from 
the cradle to the grave. Temporarily, withholding 
fees exacted by some local unions for partial med- 
ical assistance will be continued but the program is 
designed eventually to eliminate them. The all- 
inclusive plan includes development of a program of 
preventive medicine, including better sanitation in 
mining communities and proper diet in the homes. 
Valuable research data on occupational hazards, 
such as injuries suffered from gas and rock falls, 
also are to be accumulated and studied. As outlined 
yesterday by Josephine Roche, director of the bitum- 
inous welfare fund and former Under Secretary of 
the Treasury, and Dr. Warren F. Draper, former 
deputy surgeon general of the United States, now 
executive medical officer of the union, existing hos- 
pital facilities will be used and cases will be referred 
to local physicians and surgeons. Dr. Draper said 
more than 75,000 miners injured in past accidents 
were to benefit from the program. 


— SPENCER R. McCu.iocn, in St. Louis Post-Dispatch, 


October 7, 1948. 


Miners’ Fund and Silicosis 

UN a grant of $575,000 from the Anthracite 
Health and Welfare Fund of the United Mine 

Workers of America, a first-year report on a five- 

year project for research and treatment of silicosis 
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promises an eventual cure for this disease. The 
project is being carried out by a medical college. 
The U.M.W.’s health and welfare fund received 
$5,500,000 in the last 12 months from payments by 
mine owners of 10 cents on each ton of coal. By 
terms of a new contract, these payments are to 
increase to 20 cents a ton. Relief has already been 
given to 500 sufferers from “miners’ asthma” in the 
Pennsylvania anthracite region who had served as 
“guinea pigs” for the project. Silicosis accounts for 
20 to 25% of the “natural” deaths of anthracite 
miners. In the eight anthracite counties of Penn- 
sylvania alone, it is estimated that 10,000 miners 
are afflicted with silicosis in various stages, with the 
number increasing at the rate of 1,000 a year. The 
project revealed that x-rays, heretofore the only 
means of determining existence of silicosis, did not 
always give a true picture; thus “hundreds of... 
silicotic miners were unable to prove....that they 
should receive occupational disease benefits.” <A 
report on the U.M.W. undertaking stated: “The im- 
portance of the research now in progress lies not 
only in the benefits to anthracite coal miners but 
also in future benefits anticipated for the workers 
of other great industries—iron, lead, zinc, granite, 
etc.—where silicosis is a major problem.” 
—International Free Trade Union News, November, 1948. 
Company Doctor 
IX RECENT years a development known as “indus- 
trial medicine” has made its appearance. An in- 
creasing number of large corporations, some com- 
mercial, others industrial, have organized depart- 
ments to look after the health of employees. One of 
the reasons for the shortage of well-trained nurses 
appears to be the inducements offered to registered 
rurses to take positions with business or manufac- 
turing concerns. Certain advantages are obvious. 
Such a nurse has social security. She has also reg- 
ular hours and a vacation. At the University of 
Pittsburgh the new graduate school of public health 
has obtained as dean Dr. Thomas Parran, former 
head of the U.S. Public Health Service. At what is 
described as “the annual convention of the Industrial 
Hygiene Foundation” Dr. Parran made a speech de- 
claring that industrial health requires a fusion of 
the sciences. The new school of which he is the 
head will have a major interest in exploring the 
whole field of industrial health. This is a promising 
forecast. A vast proportion of our employed popu- 
lation seem likely to work, after a time, for cor- 
porations that employ both physicians and nurses 
to see to it that the workers are kept in good phys- 
ical shape. Compulsory industrial insurance adds 
another duty to the assignments of the medical per- 
sonnel. Those whose money is invested in the cor- 
poration expect reasonable protection from the 
claims of employees because of injury on the job 
or health damaged in the course of their employ- 
ment. One of the questions likely to confront doc- 
tors and nurses working for the employing corpora- 
tion is which way their allegiance lies. Is it to the 
agency from which they derive their regular sal- 
aries or should the persons they are told to examine 
or treat have the preference? There have been per- 
iods when many mills in New England built com- 
pany houses which were rented to the millhands. 
In other places there would be a company store at 
which the workers, often miners, had accounts. Most 
of the food and much of their wearing apparel were 
cbtained from the stores. The wages were used to 
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a great extent to liquidate the bills owed to the 
employing concern. In the era when large numbers 
of newly landed Europeans were pouring through 
our immigration stations, seeking employment here, 
the fact that there were company houses to rent 
and company stores at which to deal served to pro- 
duce a reaction against such provisions. Fewer are 
to be found today. Approaching is the problem of 
medical service for those employed by concerns 
which have added to their payroll persons skilled 
in giving medical attention and in caring for the 
sick. Is there to be a development of company med- 
icine which can be compared with company stores 
and company tenements of other years? Perhaps 
it will take a different direction. In his recent ad- 
dress, Dr. Parran spoke of the requirement in in- 
dustrial medicine for the physiologist, the psychol- 
ogist, the chemist, as well as representatives of 
many other disciplines. That is an impressive list. 
It does not sound like an aggregation that can be 
lumped under the term “company doctor.” If the 
development now under way is to become standard 
in large American enterprises it must be guided so 
that it does not rouse the objections that beset com- 
pany housing and company stores. Americans like 
to buy where they please and to own the dwellings 
they occupy, or, if renting, to select their apart- 
ments. For many years they have been accustomed 
to selecting their own physicians. If, as one doctor 
employed by a very imposing concern said recently, 
“almost everyone works for some large corporation,” 
is it likely that the important task of attending the 
sick is to be turned over to a medical man hired 
by the “vice-president in charge of health?” And 
will Joe Doaks or Annie, his wife, approve? It may 
be years before such a decision presses, but as time 
passes the problem looms larger. 

—UwncLe Dubey, in Boston Globe, November 22, 1948. 


Educational Trends 
MEICINE in industry is no longer limited to med- 
icine per se. It is a varied and extensive service 
requiring an industrial physician who has had un- 
dergraduate and post-graduate training in this type 
of medicine and has served an in-plant internship 
and/or a year or two of apprenticeship in industry. 
He needs a fundamental knowledge of industrial 
hygiene, toxicology and human relations in addition 
to excellent training in medicine and some _ back- 
ground in surgery and psychiatry. He is a specialist 
whose training must encompass a much broader 
scope than that required of the internist or the 
surgeon. Obviously, until medical education can re- 
arrange itself to provide such specialists, physicians 
self-educated in matters of industrial health must 
attempt to satisfy the present need. Concomitantly, 
engineers inadequately trained in the techniques of 
environmental survey and control must educate 
themselves to meet the present demand until, by a 
combined effort, the engineering and medical col- 
leges can supply adequately trained industrial hy- 
giene engineers. Schools of pupil health are likewise 
deficient in preparing our local, state, and Federal 
public health officers to administer the laws provid- 
ing for the maintenance of health among working 
people. While these three groups of educators are 
admittedly at fault in their failure to anticipate and 
meet the present enormous need for skilled special- 
ists in this field, none of them is indifferent to it. 
At least nine medical colleges are now actively en- 
gaged in plans to develop graduate education in 


INDUSTRIAL MEDICINE 


Page 43 


industrial medicine and many others are enlarging 
their undergraduate programs. The Schools of Public 
Health are broadening their programs and several 
of the engineering colleges are studying the methods 
by which they may hold up their end of the load. 
In the medical field, which is our concern today, at 
least four commendable trends are apparent. (1) To 
help the physician educate himself to meet the im- 
mediate situation, several medical colleges are pro- 
viding post-graduate courses for a few weeks each 
year. The leading men in the field are giving un- 
stintingly of their time and knowledge to help to 
make these courses thoroughly worthwhile. (2) The 
Council on Industrial Health of the American Med- 
ical Association is prodding medical educators to 
improve undergraduate teaching in industrial med- 
icine. The big difficulty here lies in the fact that 
medical curricula are already overburdened. I be- 
lieve that the secret of success will lie not alone in 
increasing the hours spent on industrial medicine 
per se but rather in infiltrating all courses from 
anatomy on up through the clinical years with more 
and more examples and illustrative material from 
industrial medical practice. This same group, work- 
ing jointly with the Council on Medical Education, 
is trying to develop some sort of residency system 
in this field comparable to residencies in medicine 
and surgery. Here, I think, in the past they have 
missed the point. The place to learn medicine is at 
the bedside. The place to learn surgery is in the 
operating room. The place to learn industrial med- 
icine is in the factory! The A.M.A. is having to re- 
orient its thinking to the end that it will recognize 
selected industrial medical departments for special 
training, just as it recognizes selected hospitals 
today. (3) A few large and farsighted industries are 
attempting to develop adequate in-plant training 
programs for their industrial doctors. (4) At least 
two formalized post-graduate educational programs 
leading to advanced degrees in this field are now in 
operation and others are to follow within a year 
or two. The Institute of Industrial Health in Cin- 
cinnati provides a three-year training program for 
a few carefully selected men on fellowships provided 
by industry. Two years are spent in clinical and 
didactic work covering industrial physiology and 
toxicology, industrial medical practice, preventive 
medicine in industry, human relations investigation, 
and the legal and engineering aspects of industrial 
medicine which industrial physicians need to know. 
The third year is spent in industry and completion 
of this training, for which two years’ hospital train- 
ing is a prerequisite, will lead to the degree of Doc- 
tor of Industrial Medicine. A less extensive, but 
equally practical program, is also in progress at 
the University of Pittsburgh and a similar one will 
be available at New York University within a year. 
These are but the infant struggles of what will soon 
become a large vigorous, robust and curious child. 
His manhood is still beyond my vision but I feel 
sure that he will take his proper place with dignity 
and distinction. 

—From “Medicine and the Changing Order—lIndustrial 
Medicine,” by WittiaAM F. Asnue, M.D., Associate Pro- 


fessor of Industrial Medicine, University of Cincinnati, 
in Ohio State Med. J., November, 1948. 


Occupational Disease Claims in Oregon 

(CecurATION AL diseases have been a very small 
factor in claims filed with the Oregon Indus- 

trial Accident Commission, according to Paul E. 


Gurske, commission member. Five years of exper- 
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ience with this new provision have effectively dis- 
proved the claims of its opponents that it would 
prove a heavy drain on the funds. In the five years 
since the occupational disease provision became ef- 
fective on July 1, 1943, only 3,212 occupational 
claims have been filed with the commission. This 
is only 1.37% of the total number of claims filed 
for workmen’s compensation in the five-year period. 
“Owing to the favorable experience in Oregon, it 
was not necessary for the Industrial Commission 
to increase the base contribution rates for occupa- 
tional disease coverage for employers under the 
workmen’s compensation act. When the occupa- 
tional disease law was being considered for adop- 
tion, critics declared its terms were much too liberal 
because it was an all-inclusive law; that there would 
be a rush of claims filed, and that the financial re- 
serves of the commission would be seriously im- 
paired. It is particularly pleasing to be able to 
demonstrate that these predictions were without 
foundation. Occupational disease is defined as any 
disease or infection which is peculiar to the in- 
dustrial process, trade or occupation and which 
arises out of or in the scope of employment. Silico- 
sis is the only disease that has been subject to re- 
strictive qualifications. A claimant suffering from 
silicosis must have been subject to exposure to silica 
dusts in his employment in Oregon for periods 
totaling five years with some part of that time after 
the effective date of the act. This restriction was 
considered necessary to protect Oregon from claims 
which had their inception in other states. Of the 
occupational disease claims filed with the commis- 
sion during the last five years, 25.9% were the re- 
sult of exposure to pressure and repeated motions; 
25.1% resulted from exposure to chemicals, liquids, 
etc.; 10.4% to dusts and abrasives; 9.8% to fruits 
and vegetables; 8.2% to gases, fumes and vapors; 
7.1% to plants, trees, etc.; 5.9% to animals, and 
7.6% were not classified. Irritations of the skin 
(dermatoses) accounted for 54.9% of the claims 
filed, while silicosis was claimed by only .39%. A 
safety code for the prevention and control of oc- 
cupational disease was adopted by the Accident Com- 
mission in December, 1945. This code sets forth 
maximum allowable concentrations of harmful dusts, 
fumes, mists, vapors and gases which may exist in 
any place of employment. It further provides that, 
where processes or materials which are considered 
harmful to the health of the workmen are used, 
warning signs calling attention to the hazards be 
posted; that workmen be instructed as to the best 
methods of protecting themselves against such 
health hazards; that containers of hazardous chem- 
icals be labeled with adequate warnings.” In order 
to control the hazards of occupational diseases the 
Accident Commission employs an industrial engi- 
neer who devotes his’ full time to the detection and 
correction of hazards. Also the commission cooper- 
ates closely with the state board of health in en- 
forcing the occupational disease code. Much of the 
favorable experience in connection with the admin- 
istration of the occupational disease provision is due 
to the teamwork between the state board of health 
and the Industrial Accident Commission. 
—Portland, Oregon, Oregon Journal, November 7, 1948. 


Industrial Medical Education in England 

I" IS ONLY within recent years that industrial med- 
icine has received what may rightly be considered 

university recognition. Public Health Authorities, 


INDUSTRIAL MEDICINE 





January, 1949 


the Schools Medical Service, ante-natal clinics and 
the housing drive, all have been in the forefront in 
adding to the sum total of human health and hap- 
piness and, in conjunction with those who have stu- 
died industrial medicine, have in recent years im- 
perceptibly produced a re-orientation in the national 
attitude from a preoccupation with disease to a live- 
ly interest in positive health. The establishment in 
Manchester, Glasgow, Birmingham and Durham of 
Chairs of Industrial Medicine, Social Medicine or 
Industrial Health has been seen in recent years, and 
the influence of these Chairs both in terms of re- 
search and teaching upon industry and industrial 
health in the future cannot be over-estimated. Equal- 
ly significant is the more recent introduction of 
teaching at the undergraduate stage. In the past 
this teaching has been concerned mainly with elemen- 
tary toxicology and jurisprudence. Doctors have 
gone out into the world with no knowledge of the 
working conditions in mine or factory. Such know- 
ledge as they possessed of the more specific indus- 
trial diseases was gained by the occasional case in 
the postmortem room or the specimens in the path- 
ological museum, but health and a conception of 
health have rarely been mentioned from the first 
year to the final examination. It is right that the 
disease-conscious doctor should now orientate his 
mind to prevention and the maintenance of health. 
In this, the new university Chairs will play no mean 
part, for both in terms of research into man and 
machine and into the specific industrial problems of 
toxicology, the influence of management upon health 
and the prevention of disease can but have the 
greatest effect upon the nation, which can live and 
prosper only on the health of its industrial com- 
munity. During the last two years Diplomas in In- 
dustrial Health have been offered by the Society of 
Apothecaries and the Royal Colleges in London. In 
addition, the Universities of Manchester and Edin- 
burgh are offering similar diplomas. It is inter- 
esting to note that the oldest examining body, the 
Society of Apothecaries, should be the first in this 
field, for it was in essence a trade guild. The stan- 
dard of the examinations which have been held up 
to the moment has been extremely high, and it is 
only right that a new specialty should be on the 
basis of the highest practical and intellectual quality. 
World War I saw a concerted attempt to introduce 
industrial medicine into industry. The problems 
which arose at that time were mainly connected 
with the manufacture and filling of explosives. 
They were concerned essentially with the toxic and 
often lethal action of new explosives and chemicals 
upon the human body, and the reaction of the in- 
dividual to work spread over long hours. The finish 
of the war witnessed almost a complete ending of 
the first stage in the development of industrial med- 
icine in Great Britain and it was not until some six 
or seven years later that a few foundation-stones 
were laid in the general scheme which has now 
reached very considerable proportions. The influ- 
ence of these developments prior to World War II 
was significant in every way. The growing number 
of keen industrial medical officers formed themselves 
into an Association in 1935. A mathematical mea- 
surement of progress if not of quality may be gauged 
from the fact that the Association of Industrial 


Medical Officers has now reached a strength of 500. 
—British Encyclopaedia of Medical Practice, Medical Pro- 
gress, 1948, Chapter on Industrial Medicine by A. J. Amor, 
M.D., M.Sc., Principal Medical Officer, Imperial Chem- 

ical Industries Ltd. 
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The Epileptic in Industry 


ITH the increased attention being paid to 

rehabilitation and the employment of the 
handicapped, the problem of the epileptic as- 
sumes major importance since it is estimated that 
there are over 300,000 epileptics in the employ- 
able age groups in the United States. In the past, 
many physicians and employers, in their con- 
sideration of handicapped individuals, placed 
epileptics in a separate category. This was be- 
cause of the unfortunate stigma attached to 
the epileptic, the disturbance in the working en- 
vironment caused by a convulsive seizure, the 
emotional reaction induced in fellow-employees, 
the alleged lack in some plants of a suitable job 
for them, and some unfavorable experiences with 
workmen’s compensation boards when epileptics 
incurred accidents. The usual occurrence in the 
latter connection was when employees who were 
not known to be epileptics suffered an injury 
which, from the medical interpretation, appeared 
to be due to the epilepsy but which was held 
to be compensable by the arbitration board. These 
occurrences plus the fact that some epileptics 
deliberately falsify during their pre-employment 
interview (for which they could scarcely be 
blamed because of the stigma attached to their 
unfortunate affliction and the usual difficulty in 
obtaining employment if the facts were known) 
caused many employers, including those who, 
atherwise, had followed a very liberal practice in 
the employment of the handicapped, to place 
epileptics in a separate category. 

The approach to this problem need not be made 
through sentimentality, but rather through logic 
and realism. In the light of modern medical 
knowledge and employment practices, most of 
the grand mal and petit mal epileptics can and 
should be employed with the same expectation 
as to favorable production, safety, and absentee 
records as has been amply demonstrated by those 
who have visual or auditory defects or defects in 
the musculo-skeletal system—namely, the exter- 


nal handicaps, provided they are placed in a suit- 
able working environment. One cannot include 
in the same category those handicapped by sys- 
temic or organic disease, conditions due to re- 
current infections or recurrent breakdowns such 
as some instances of chronic arthritis, diabetes, 
cardiovascular disease, hypertension, recurrent 
leg ulcers and others in which the production 
and absentee records are not so favorable. There 
is no implication here that such individuals 
should not be employed when opportunities for 
correct placement exist nor that one can general- 
ize concerning them. It is simply that industry 
is entitled to know the facts and be apprised 
of the additional importance of adequate place- 
ment in this group. 


MODERN treatment has introduced a new era in 

the handling and prognosis of epileptics, that 
is, in so far as the grand mal and petit mal types 
are concerned. Drugs such as dilantin, tridione, 
mesatoin (and a new drug called phenurone 
which gives promise of having even greater ad- 
vantages) when regularly used in correct dosage 
give almost complete assurance as to the elim- 
ination of seizures. It behooves all of us to be 
completely informed as to the marvelous poten- 
tialities of these drugs. Unfortunately, the same 
cannot be said of those suffering from the psy- 
chomotor type of epilepsy since they often do not 
respond favorably to most known types of med- 
ication and frequently are not employable. A 
few with brain damage due to injury or with 
mental deterioration are in the same category. 
Those with unfavorable implications as to em- 
ployment, however, comprise less than 25% of 
all epileptics. 

Obviously, it remains desirable to place epilep- 
tics in non-hazardous jobs so that they endanger 
neither themselves nor their fellow-employees, 
and to guard against the possibility of an un- 
toward event occurring. 

Industry expects all employees including the 
handicapped to produce, and those employed who 
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are handicapped desire to be similarly considered. 
When properly placed they should be expected 
to meet production standards and to have no ap- 
preciable allowances made for them. It is as- 
sumed that they should have the usual qualifica- 
tions requisite for employment. It should not be 
assumed that they should be employed just be- 
cause they have a handicap any more than that 
they should be rejected because of it. The posi- 
tive approach recognizes the existing potentiali- 
ties of each person and utilizes them; concur- 
rently, an awareness of conditions with an un- 
favorable implication leads to correct placement, 
treatment, and supervision. 

In the light of these considerations the stigma 
attached to epilepsy should be eradicated through 
the education of all interested groups, including 
the general public. Through correct treatment, 
absolute cooperation by the employee concerning 
his treatment, and the principle of selective 
placement the desired ends can be achieved. 
After the eradication of the stigma and the re- 
moval of unjust discrimination against employ- 
ment, success should accrue following the estab- 
lishment of a case-finding campaign to find the 
unknown epileptics so that they may receive cor- 
rect treatment and also, of course, to help as- 
sure the known epileptic that he, too, receives 
similar treatment. 
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ployees and the general public—and some unions 
are no exception. Rigid adherence to seniority 
rules has served as a deterrent to some employers 
in adopting as liberal an attitude toward the 
employment of epileptics and other handicapped 
individuals as they would like. If some excep- 
tions to these rules could be agreed upon, with 
the understanding that a joint committee would 
be empowered to make certain exceptions, what 
might be considered progress in one direction 
would have less tendency to be at least partially 
nullified by a deterrent of this kind. 


7EAR remains in some quarters, and with jus- 

tification, that the aggravation clause in some 
state compensation laws carries with it too great 
a risk for non-selective employment. The ex- 
pectation that industry, and ultimately the con- 
sumer, should assume such additional cost is open 
to objection. It would seem that changes in 
statutory provisions are necessary. This might 
consist of adding a new section to existing second 
injury funds, the money to be contributed from 
general taxes, that portion of the fund to be 
utilized for injuries judged compensable when 
due to a pre-existing condition or disease or 
causing an aggravation of the same. Such action 
would tend to eliminate one of the most formid- 
able barriers to the more general employment of 


handicapped people. 
—FREDERICK W. SLOBE, M.D. 


All groups need some enlightenment concern- 
ing these problems—employers, physicians, em- 


In Terms of Working Years Lost 


EART disease as a leading cause of death takes second place, cancer 
drops to fourth and pneumonia moves up into third place. These 

are the rankings under a new system worked out by DR. FRANK G. 
DICKINSON, director of the Bureau of Medical Economic Research of 
the American Medical Association. This new measure ranks leading 
causes of death by working years lost. By this yardstick, accidents 
are the leading cause of death between the ages of 20 and 65, the 
working years of American people. Life years lost constitute another 
new measure used to gage the importance of the different causes of 
death. That is, if statistics show that you have a life-expectancy of 
70 years and you die at 50, then 20 life years are lost to you and to 
society. Using death rate figures for 1945, DR. DICKINSON said that 
according to the new measure “A complete cure for heart diseases 
(or cancer) in 1945 would have added fewer thousands of working 
years to the total life expectancies of the American people than would 
the prevention of all accidental deaths.”” On this basis, he suggested, 
emphasis on accident prevention would be a means of lengthening 
life and increasing productive power. Numerically, the seven leading 
causes of death in 1945 were in order of importance: heart diseases, 
cancer, injuries to the brain, accidents, diseases of the kidneys, pneu- 
monia, and tuberculosis. These same diseases, measured by the num- 
ber of life years lost, were in order of importance: heart diseases, 
accidents, cancer, pneumonia, brain injuries, tuberculosis, and diseases 
of the kidneys. When measured in terms of working years lost, they 
were: accidents, heart diseases, pneumonia, cancer, tuberculosis, brain 


injuries and kidney diseases. 
—Science News Letter, October 9, 1948, quoted in Lippincott’s Digest of 
Treatment, December, 1948. 


tel (2]<[elelstel tz] =babele le | leletx tes leled she lslelcler lelslelclelel:lctalelol 










































































TROCHES* is 














Smears become 
typica] Cases. 














PEN~TROCHE 
line Penicij} 





































































































CUTTER. 


Fine Biologicals and 
Pharmaceutical Specialties 





PEN-—TROCHES 


CUTTER LABORATORIES 
Berkeley 10, Calir. 



























































Announcing... 


DIHYDROSTREPTOMYCIN 


A New, Dramatic Advance In Antibiotic Therapy 


® Extremely Low Incidence of 
Vestibular Disturbances 





© Less Frequent Allergic Manifestations Allergic manifestations due to dihydrostrep- 
© Unsurpassed Purity tomycin way = rare, pan no ay toy —_ 

tation or other allergic phenomena have n 
®@ Undiminished Antibacterial Activity against Mycobac- reported thus far among personnel who fre- 

tortem tubereviocis quently handle this drug. 

Dihydrostreptomycin Merck is a new, highly Dihydrostreptomycin Merck and Strepto- 
purified antibiotic, chemically distinct from mycin Calcium Chloride Complex Merck may 
streptomycin, and characterized by greatly re- be used interchangeably in the treatment of 
duced neurotoxicity. tuberculosis. 
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INDUSTRIAL HEALTH and DISEASE 








Employees Health Service 
January |—June 30, 1948 
GRADIE R. ROWNTREE, M.D.., 
Medical Director, C. T. Dearing Printing Co.., 
Louisville, Kentucky 
carry this instruction to all 


workers in the plant. Safe- 
ty and nursing consultants of 


HE Employees’ Health Service 
is designed to emphasize the 
prevention of illness and acquaint 
the employees with the 


the Liberty Mutual Insurance 
Company have spent considerable 
time at the plant, going over the 
various features of a health and 
accident-prevention program. A 
special consultant on toxicology 
from the same company has made 
a study of possible hazards of 
chemicals in the plant. The Di- 
rector of the Industrial Hygiene 





principles of healthful 
living, in addition to giv- 
ing emergency medical 
care, pre-employment ex- 
aminations, medical advice 
and counseling. With this 
in mind during the six- 
month period in which the 
Health Service has been 
in operation, several pro- 
jects aimed at improving 
the health of the em- 
ployees have been started. 
Miss Emily Bennett, Di- 
rector of the Louisville 
Dairy Council, gave a talk 
and demonstration on nu- 
trition to the department 
heads and foremen. She 
has agreed to work with 
the American Red Cross 
nutritionist in offering a 
short course in cooking to 
the wives of the employ- 
ees. This course will in- 
clude instruction in food 
selection, demonstrations 
on preparation, and new 
recipes. Mr. Gutwein has 
made an agreement with 
the Williams Box Lunch 
Company to deliver 
lunches to the employees 
at the plant. We are work- 
ing with this lunch com- 
pany so that the lunches 
will include well balanced 
foods. In recent years, 
leaders in industrial med- 
icine have become con- 
cerned with the influence 
of nutrition on production, 
absenteeism and accident 
records of the employees. 
It has been proved over 
and over that employees 
trained in first aid are 
accident-prevention con- 
scious. For this reason we 
have asked the first aid 
director of the American 
Red Cross to arrange for 
instruction of a group of 
interested employees who 


tered in industrial surgery. 


workmanship. 
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Emergency Sutures 


This compact emergency kit contains a practical assort- 
ment of sutures for the types of closure usually encoun- 


All made to Ethicon’s high standards of quality and 


Order from Your Surgical Dealer 


ETHICON 


WHEL as 





will in turn be able to [ETHICON SUTURE LABORATORIES 


—_—__——_ 


From The Pied Sheet, July, 1948. 





DIVISION OF JOHNSON & JOHNSON, NEW BRUNSWICK, N. J. 
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Division of the Kentucky State 
Department of Health has made 
a similar survey. We are glad 
to report that these chemists 
found that chemical hazards in 
the plant are at a minimum 
Mr. McBride and Mr. Gutwein 
have arranged to secure safety 
shoes for the employees. A mo- 
bile shoe store came to the plant 
and about 350 employees were 
fitted with high grade safety 
shoes, at a reasonable cost. This 
is a good step in preventing toe 
and foot injuries from heavy fall- 
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ing objects. It has been shown 
by various studies that a large 
majority of workers have eye de- 
fects which can be corrected. Be- 
cause the printing industry is one 
in which good vision is of major 
importance, one day each week, 
since April 22, an ophthalmologist 
visits the plant to examine the 
eyes of the employees, free of 
charge, and advise correction for 
those who need it. To date, 80 
employees have availed them- 
selves of this service. Posture 
chairs have been secured for the 
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proofreading room and other of- 
fices to aid in preventing fatigue 
and posture deformities in those 
who must sit at their work for 
long periods at a time. Three 
hundred and seventy-three per- 
sons in the plant have had their 
blood typed thus far. Cards in- 
dicating the blood type have been 
given each of these persons. Fol- 
lowing is the table showing the 
employees’ visits to the Medical 
Department, and number of lost 
time accidents from January l, 
to June, 1948. 








Visits to No. lost time 


Medical Dept. 








| 

| accidents 
February ...339 5 
a a, 856 5 





the DAXALAN-DOME-PASTE BANDAGE TECHNIQUE... | 


as introduced by Dr. William M. Cooper 


Director, Department of Peripheral Vascular Diseases—New York Polyclinic Medical School and Hospital 


This technique is based on a 3 point program 
1) Reduce the dermatitis with wet dressings of DOMEBORO TABS 


(Burow’s Solution) 


ca Combat local infection and stimulate healing with thick applica- 
tion of DAXALAN in the center of the ulcer and surrounding areas 


« Overcome venous insufficiency, statis, and edema by wrapping 
DOME-PASTE BANDAGE (Unna’s Boot) around the entire leg 


to supply compression 


for INDUSTRIAL DERMATOSES 


Do What Dermatologists Do First in Treating 
INFLAMMATORY CONDITIONS OF THE SKIN! 


Use a Wet Dressing ...and 


of choice is DOMEBORO TABS. Promotes faster 
solution remains in a state of constant 
ionization, thus rendering: it capable of correcting variations in the 





the wet dressi 
healing because 


pH values of the skin. 


DOMEBORO 


is the trademark for the patented, modernized form of basic 


ALUMINUM ACETATE 


BUROW’S SOLUTION (1:20) 


DOMEBORO TABS are listed on page 376 of the “Manual 
of Dermatology’’ issued under the auspices of the National 
Research Council as “‘Burow’s Solution-Domeboro Tabs” 


ose 
\) DOME CHEMICALS, INC. 


250 EAST 43rd STREET > 


NEW YORK 17, N.Y. 
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| eee | 3 
| June 21 508 3 
| With Ipecac 


barbital sodium to which 
a safeguard agent, “ipecac,” 
has been added. It provides 
the medication desired of 
the pentobarbital but, as 
the dosage is increased up- 
ward toward the toxic line. 
the increased dosage of the 
ipecac induces nausea and 
elimination by the patient 
through expectorant and 
| emetic action. This elimin- 
| ation provides the _ safe- 
guard factor to the admin- 
istration of barbiturates. 


| A NEW product is pento- 
| 
| 


Military Surgeons 
| O bcs the sponsorship of 

the Association of Mili- 
tary Surgeons of the United 
States (Metropolitan Chap- 
ter), and the New York 
Academy of Medicine, the 
Military Surgeons are pre- 
| senting the following pro- 
| gram on Monday, January 

31, 1949, at 8:30 P.M. at 
the Academy of Medicine, 
2 East 103rd St., New York 
City: 

“Military Responsibility 
for Civilian Health in War” 
—Major General R. W. 
Bliss, The Surgeon General, 
United States Army. 

“American Red _ Cross 
National Blood Program”— 
| Admiral Ross T. McIntire, 
| Administrator, National 

Blood Program, American 
| Red Cross. 

“Fractionation of Blood” 
| —Edwin J. Cohn, Professor 


of Biological Chemistry, 
Harvard Medical School. 
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MEDICAL BOOKS 


Applicable for Industrial 
PHYSICIANS, SURGEONS 
AND NURSES 
and 
PERSONAL ITEMS* 
PROFESSIONAL 
MAIL ORDER, INC. 
Michigan Avenue at 
15th Street 
Chicago 5, Illinois 


*All delivery charges paid. 














“The Rh Factor’—Louis 
K. Diamond, Department of 
Pediatrics, Harvard Medical 
School. 

“Effects of Atomic Radia- 
tions on Blood-forming Ele- 
ments”—Colorel Elbert De- 
Coursey, United States 
Army. 


Older Workers 

N AN aging population the 
employment problem and 
work experience of the older 
worker warrant intensive 
and continuous study. Ab- 
senteeism and Injury Exper- 
ience of Older Workers 
Monthly Labor Review, (July 
examines the records of 
nearly 18,000 factory work- 
ers in diverse’ industries. 
Findings: older workers, 
once they were injured, took 
somewhat longer to recover, 
about their only disadvan- 
tage; as age increased, ab- 
senteeism decreased; injury 


frequency rates compared 
favorably with those for 
younger age groups; older 


workers visited plant medical 
clinics less frequently for 
treatment of ailments not 
directly related to work in- 
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USED EFFECTIVELY IN THE TREATMENT OF 


Wounds, Burns, Ulcers, especially of the Leg, Intertrigo, 
Eczema, Tropical Uicer, also in the Care of infants 


Desitin Ointment contains Cod-Liver Oil, Zinc Oxide, Petro- 
latum, Lanum and Talcum. The Cod-Liver Oil, subjected to 
a special treatment which produces stabilization of the Vita- 
mins A and D and of the unsaturated fatty acids, forms the 
active constituent of the Desitin Preparations. The first among 
cod-liver oil products to possess unlimited keeping qualities, 
Desitin, in its various combinations, has rapidly gained promi- 


nence in all parts of the globe. 


Desitin Ointment is absolutely non-irritant; it acts as an 
antiphlogistic, allays pain and itching; it stimulates granula- 
tion, favors epithelialisation and smooth cicatrisation. Under 
a Desitin dressing, necrotic tissue is quickly cast off; the 


dressing does not adhere to the wound and may therefore 
be changed without causing pain and without interfering with 
granulations already formed; it is not liquefied by the heat 
of the body nor in any way decomposed by wound secretions, 
urine, exudation or excrements. 


Indications: Minor Burns, Exanthema, Der- 
matitis, Care of Infants, Care of the Feet, 
Massage and Sport purposes. 


Desitin Powder is saturated with cod-liver 
oil and does not therefore deprive the skin 
of its natural fat as dusting powders common- 
ly do. Desitin Powder contains Cod-Liver Oil, 
(with the maximum amounts of Vitamins 
and unsaturated fatty acids) Zinc Oxide and 


Talcum. 


Professional literature and samples for Phy- 
sicians’ trial] will be gladly sent upon request. 








juries. 
DR. PILGRIM 


L'STENING to the radio broadcast 

of the New York Philhar- 
monic and enjoying very much 
Tschaikovsky’s Symphony No. 4 
and the interim discussion and 
introduction of teen-age musi- 
cians by Deems Taylor—however 
it appearing a bit unseemly to 
hear a man or his standing doing 
commercials for Standard Oil of 
New Jersey....AND to the Lead 
Industries Association annual 











meeting at the Bismarck for two 
days, where was a fine program 
prepared by MANFRED BOWDITCH 
the Executive Director, and there 
seeing many notables, inlcuding 
executives, physicians and hy- 
gienists; and taking part in the 
discussion, particularly with ref- 
erence to community air pollu- 
tion which now seems to be quite 
a problem; and at the dinner 
meeting sittin;; with DRS. MEEK, 
HARROLD, H. I. MILLER, H. M. ROEB- 
BER, CHAFLES WILLIAMS, and E. J. 
SENN, while at the speakers’ table 
were M. BOWDITCH, and DRS. AL- 


BERT GRAY, TONY LANZA, and ED 
HOLMBLAD, with FELIX WORMSER, 
A. GILLIES, the speaker, and 
ZIEGVELD of the Association; and 
next day, enjoying TONY LANZA’S 
summation of the conference at 
the luncheon session....AND the 
same evening taking the train to 
Pittsburgh for the 13th annual 
meeting of the Industrial Hygiene 
Foundation and also later on, the 
RAMAZZINI rendezvous; and at 
Pittsburgh having breakfast with 
DRS. LANZA, SELBY, PETERSON, 
HUSSEY and WALMER, and then 
to the panel meeting on tuber- 








ANTISEPTIC 





* U. 5. PATENT PEND... U. 5. REG PEND. 


‘ Powdered Hasd Soap 


Antiseptic Lanelle actually kills germs on 
contact while being used to clean the hands. Its 
powerful kill action is deadly against common skin 
disease, infection spreading germs. Antiseptic 
Lanelle is non skin irritating and non poisonous. 


Antiseptic Lanelle contains Lanolin, Plus an- 
other activating agent which greatly helps soothe 
dry, irritated skin. “Lanolin Plus” offers unmatched 
skin conditioning action. 


Antiseptic Lanelle goes far beyond the capa- 
bilities of regular hand soaps. Antiseptic Lanelle 
removes the most stubborn grime, dirt, grease, 
paint, ink, etc., yet it is as mild and neutral as the 
finest facial toilet soaps. It leaves the hands really 
clean and conditioned, while serving as real pro- 
tection against serious skin disease and infection. 

Antiseptic Lanelle's germicidal, bacteriostatic, 
_ non poisonous, and non skin irritating values have 
been proved by unbiased tests made in America's 
_ largest testing laboratories. 

Write us at once for full details on Antiseptic 
Lanelle Powdered Hand Soap in order that you may 
receive all the facts on maximum protection against 
» skin disease, dermatitis, and infection in your plant. 


SANITARY SOAP COMPANY 


904 Railroad Ave. « Since 1921 » Paterson 3, N. J. 


ree ea ee 
SEA RAS 
pa 


“ey 


INDUSTRIAL MEDICINE 











| 





January, 1949 


culosis, and seeing many new and 
old friends including DR. EMERY 
HAYHURST and DRS. PARRAN and 
MACHLE at luncheon; and in the 
afternoon to the Legal Session 
at Webster Hall, where TED WA- 
TERS presided, and in which there 
were a number of interesting 
problems discussed, and sitting 
with L. V. TAYLOR and BILL HOL- 
LOWAY; and in the evening to 
DICK WALMER’S for renewal of 
spirits and later on to the Coun- 
try Club for dinner....AND next 
day resting a while at the Uni- 
versity Club and talking over 
many problems with CHRIS LEGGO; 
and to the Foundation head- 
quarters to get a number of in- 
teresting papers and a little later 
a quiet dinner with DR. DAN and 
HAZEL BRAUN....AND the follow- 
ing day at the luncheon of the 
industrial physicians’ group at 
Pittsburgh at the University 
Club, sitting next to DEAN MC- 
ELROY, of the University of Pitts- 
burgh Medical School, and prs. 
LLEWELLYN, of Armco, GANO, of 
Philadelphia Co., BAUMAN and 
LOGAN, of Bell Telephone, Mc- 
ALEER, of Mine Safety Appliances, 
NORRIS, of Jones & Laughlin, Bo- 
VARD, of the County Society 
MCMAHON, of the Foundation, 
CONOVER, of Equitable Life, coox, 
Assistant Professor at Pitts- 
burgh Medical School, WALMER 
of the Foundation, McANALLY, of 
People’s Gas, LEGGO, of Califor- 
nia & Hawaiian Sugar, HAMLIN, 
of American Brake Shoe, BRAUN, 
of Pittsburgh Coal....THEN leav- 
ing the city by automobile, driv- 
ing with DRS. MEEK, LEGGO and 
CUNNINGHAM, about 80 miles into 
the foothills to a very well known 
place of quietude called Seven 
Springs, and here at the annual 
RAMAZZINI rendezvous and, after 
dinner, the annual oration by Dr. 
SELBY on Thackrah, and later 
talks by the present servants, 
BELKNAP and SANDER; and then 
the sessions with the pasteboards, 
and the many intimate talks be- 
fore the fireplace in which dis- 
cussions are possible as in no 
other place or fashion, each “tak- 
ing down his hair,” so to speak; 
and after dinner one evening RED 
JOHNSTONE and PILGRIM putting 
on the episode of the Russian 
pianist, which was thoroughly en- 
joyed by the onlookers and great- 
ly applauded....aAND in the 
meantime, reading in the J.A. 
M.A. Denmark letter concerning 
Professor Schmiegelow who now 
at the age of 90 has published 
an autobiography; it appearing 
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Patient comfort is prompt 


: ANTISEPTIC e 
Prompt, continued control of 
pain is one reason FOILLE 
is “first thought for first aid” in treatment 
of BURNS, MINOR WOUNDS, LACERATIONS, 
ABRASIONS in offices, clinics, hospitals. 


CARBISULPHOIL COMPANY 
3116 SWISS AVENUE, 


DALLAS. TEXAS 





EMULSION 


ANALGESIC 


e OINTMENT 


*You're invited to request samples and 
clinical data. 











that in 1883 he _ introduced 
otolaryngology as an independent 
specialty in hospital practice in 
Copenhagen and it took him 46 
years to get this specialty on an 
equal footing with other disci- 
plines, and it was not until some 
time after he retired at the age 
of 70 that the salary of his suc- 
cessor was brought up to that of 
other university professors; and 
even such men as Block and 
Rovsing sneering at otology as a 
specialty and at otologists claim- 


ing to undertake radical opera- 
tions in their own field; and it 
certainly being with an ironic 
smile that Professor Schmiegelow 
consented to operate on Professor 
Rovsing for cancer of the larynx 
—as to all of which one might 
be inclined to remark about the 
present recognition of certain 
specialties....AND then at Seven 
Springs for a ride around the 
“rim” in the hills overlooking the 
8000-acre reservation; and then 
by automobile to Pittsburgh with 








DR. THEODORE SWAN, and meeting 
his family, and playing the piano 
briefly, and to the Athletic Club 
for dinner before entraining for 
Chicago....AND in the meantime 
reading from Alexander Smith’s 
“Dreamthorp” as follows: “My 
friends are not perfect—no more 
than I—-and so we suit each other 
admirably. Their weaknesses 
keep mine in countenance, and 
so save me from humiliation and 
shame. We give and take, bear 
and forbear; the stupidity they 











LOOKING 


FORWARD 


WITH OCCY-CRYSTINE PRESCRIBERS 
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Upon the occasion of the thirtieth an- 
niversary of the successful formulation 
of Occy-Crystine by a practicing physi- 
cian, the makers of this product pause 
to convey their appreciation to the many 
members of the profession—who, by their 
numerous prescriptions and voluntary 
communications over the past three dec- 
ades, have testified to its therapeutic 
efficacy and to the beneficial results 


derived from personal and clinical use. 
During the years ahead, with the help 
and guidance of leaders in the pharma- 
ceutical, biochemical and physiological 
fields, and in the light of ever newer 
knowledge, we shall continue to keep 
reports on Occy-Crystine therapy fully 
abreast of the latest findings on the value 
of this saline cathartic, cholagogue, 
diuretic and sulfur- bearing agent. 


6 "1 Meier) Ul 


MEDICAL DIRECTOR 


1918 ~— 1948 —~— 30 YEARS YOUNG 
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NEW WILLSON 


Some like ‘em 


———— 
Curve? 


Newly styled plastic eye protection with choice of curved or 
flat lenses offer new features designed to add to their already 
predominant popularity. The WILLSON MONOGOGGLE, just 
over an ounce in weight, is the answer to getting safety equip- 
ment worn on many hazardous jobs. 


@ The new flat lens design retains all the safety features of 
the curved lens. 

@ Both provide ample room for wearing of prescription glasses 
in comfort. The flat style, however, provides additional clear- 
ance for molded'spectacle frames. 

@ New drop-eye shape gives wider vision. 

e Greater ventilation area provides better air circulation and 


more wearer comfort. 
e@ Both new designs available in clear acetate frames or the 


new flexible, mottled-brown, polythene frame. 


WILLSON ©. 


WILLSON PRODUCTS, INC., 213 WASHINGTON STREET, READING, PA. 
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utter today salves the recollection 
of the stupidity I uttered yester- 
day; in their want to wit I see m 
own, and so feel satisfied and 
kindly disposed”....AND back at 
the desk with the usual routine: 
and later developing a fever and 
seeking medical counsel and final- 
ly to the diagnostic center for a 
number of days for a series of 
tests and evaluations of proced- 
ures; and there being able to hea: 
the football games and read again 
some favorite mysteries, and 
especially enjoying Zino Frances- 
catti as the soloist in the Pag- 
anini Concerto with the New 
York Philharmonic and also the 
rendition of Brahms No. 2; and 
later on being taken to a demon- 
stration clinic before the North- 
western University class as a 
special type of case which had 
occurred once before long ago 
and much interested in the var- 
ious reactions....AND now con- 
tinuing to read in the J.A.M.A. 
Oslo letter concerning the work 
of Professor Olav Hanssen who 
advised his students, “Don’t just 
sit there and listen! Take notes 
all the time!” and then demon- 
strating a patient who had been 
knocked down by a cyclist and 
had obscure signs and symptoms 
referred to one leg—examined 
successively by a physician, a 
surgeon and a _ psychiatrist, he 
had been suspected of a compen- 
sation-hungry neurosis; and what 
a pity that neither the physician 
nor the surgeon nor the psychia- 
trist had consented to the roent- 
genologic examination for which 
the patient had pleaded, for when 
at last a roentgenogram was 
taken, it showed a fracture of 
the fibula; whereof the thought: 
if only we could learn to make 
notes of all we hear and see, and 
take roentgenograms wheneve! 
we are in doubt!—this reminding 
PILGRIM of the many notes that 
have been taken at various places 
at various meetings for many 
years....AND continuing with 
routine work, reports, interpreta- 
tions of x-ray films, and technical 
reading; and meanwhile enjoying 
regularly the New York Phil- 
harmonic Orchestra’s rendition 
of Mendelssohn’s Midsumme! 
Night Dream music including the 
overture, the scherzo, and the 
nocturne, the last a most wonder- 
ful inspiration....AND in confer- 
ence with DR. CARL PETERSON on 
many problems concerning the 
working of the program for the 
Committee on Workmen’s Com- 
pensation; and also busy with 
various reports and evaluation of 
data with respect to previous sur- 
veys. ...AND with the approach of 
Yule, many thoughts of gratitude, 
and a desire for the peace which 
passeth understanding. 
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Professional 
Samples 
on Request 


Bedford Springs 
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Dysmenorrhea, with its qgcompanying pain and 


distress undermines her functional efficiency. 
You can restore it by prescribing 


HAYDEN'S 


VIBURNUM COMPOUND 


whose merits are being recognized by an ever 
increasing number of physicians. HVC relieves 


a 


ae 





smooth muscle sp A 


sedative in action. Free from beenetie. 


NEW YORK PHARMACEUTICAL COMPANY 
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Hypodermic Needles 
Hypodermic Syringes 


=D 


Fever Thermometers 


lade for the Prof ssion 


ACE Bandages 
Diagnostic Equipment 


Becton, Dicxinson @ Co. 


RUTHERFORD, N. J. 

















An interesting 
new development in 
inunction therapy 


Because of the constant demand for an ex- 
ternal preparation that can be safely used as 
a “home remedy,” we have developed A-535 
Rub. 


A-535 Rub is intended for the symptomatic 
relief of those conditions for which exter- 
nal analgesics and counter-irritants are 
commonly used. A-535 contains a combina- 
tion of analgesics with a high percentage 
of methyl-salicylate in a new type of grease- 
less, stainless, vanishing base, which permits 
ease of application and almost instant utili- 
zation of the medications. 


Because home remedies are used generally, 
we believe the manufacturer has a dual 
responsibility. He must offer only such pro- 
ducts which may safely be used in the aver- 
age household and must inform the med- 
ical profession of the products’ ingredients 
and action. 





The formula of A-535 Rub is 


DietinghGalicyiate 2... ccc ccccccsccvcces 12% 
CM of Becmbypems 2... ccc csccccsccece VYn% 
| PP PPOeTTTTITTTIT TTT Tere rire 1% 
GND oc ccccccccccccevesdiosequncees 1% 
Base (specifically prepared).......... 852% 














A-535 Rub has been thoroughly tested both 
clinically and in over 6,000 homes. If you 
would like a tube of A-535, just drop us 
a line. 


The Denver Chemical 
Manufacturing Company, Inc. 
163 Varick Street New York 13, N.Y. 





The above advertisement as to 
ANTIPHLOGISTINE RUB A-535 has appeared 
in the New York State Journal of Medicine and 
other medical publications. 
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| 
Breck pH 7 Protective Cream|| 
| 


Minor skin eruptions or irritations of the hands are often caused from using harsh 
soaps and detergents. Breck pH7 Protective Cream keeps dirt and grime from } 


becoming embedded in the skin. Only mild soap and water are necessary to} 





remove Breck pH/7 Protective Cream. Physicians may want to recommend this} ||; 


type of protection to those whose work requires the use of harsh cleansing agents. | 


JOHN H BRECK INC . MANUFACTURING CHEMISTS . SPRINGFIELD ; MASSACHUSETTI> 
Cc AN AOD 1A N ADoDRES § . 3 10 S LATER sTrT a2 & ET . Se Ff Ta © 
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WHY MANY LEADING | 
NOSE AND THROAT 
SPECIALISTS SUGGEST 





Where smoking is a factor in a throat condition, 
the physician may advise “Don’t Smoke.” 

But where the patient persists, many eminent 
specialists suggest “Change to PHiie Morris”. . . 
the one cigarette proved definitely less irritating.** 
Perhaps you too will find it advantageous 

to suggest to your throat patients 

“Change to PxHitip Morris.” For your 

own smoking as well, Doctor, in fact for all 
smokers, Philip Morris is by far the wisest choice. 


P MORRIS 


Philip Morris & Co., Ltd., Inc. 
119 Fifth Avenue, N. Y. 









IF YOU SMOKE A PIPE... We suggest an 
unusually fine new blend—Country Doctor Pire 
Mixture. Made by the same process as used in 
the manufacture of Philip Morris Cigarettes. 


*Completely documented evidence on file. 

**Reprints on Request: 

Loryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154; Laryngo- 
scope, Jon. 1937, Vol. XLVII, No. 1, 58-60; Proc. Soc. Exp. 
Biol. and Med., 1934, 32,241; N. Y. State Journ. Med., Vol. 
35, 6-1-25, No. 11, 590-592. 
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Prevent Cross-Infection | 


with 


CASTLE STERILIZERS 


CASTLE “669” INSTRUMENT STERILIZER 
AND AUTOCLAVE 


.--for the absolute _ sterilizing 
/ e ° . 
doesn’t stick to the patient [isan mamors 
foe ht mat Al under pressure (250° F). Regular 
<=... “666” Autoclave controllable at 
Re ee selective temperatures for gloves, 
instruments or dressings. Instru- 
ment sterilizer 16” x 6” x4”, “Cast- 
In-Bronze,” Full Automatic, re- 
cessed in double-door storage cab- 
inet. Plate glass shelves in roomy, 
illuminated interior. Rust-proof 
aluminum base with toe recess. Oil 
check footlift. Extra working space 
on black porcelain top. 


Doctors and Nurses 
Stick to GAUZTEX 


... the bandage that 











Doctors and nurses use more 





Gauztex than any other brand of co- 
hesive gauze. They know that Gauztex 
means highest standards of manufacture, 
unsurpassed quality of product. 

Gauztex is ideal for all wrap-around 
bandaging of hands, arms, legs, fingers, 
and feet. Applies more easily than tape 
.. . holds fast . . . yet comes off without 
painful pulling, leaves no sticky adhe- 
sive on sensitive skin or hair. 

And the Gauztex 12 in. x 10 yd. Pro- 
fessional Package is cut to your individ- 
ual order . . . in the exact widths you 
need for your particular problems. Made 
in two styles—Gauztex Regular and 
Gauztex Oil Resistant. Professional 
samples available upon request. 


Your regular dealer can supply 
your requirements promptly 


THE SELF-ADHERING GAUZE 





GENERAL BANDAGES, INC. 
531 Plymouth Court Chicage 5, til. 





CASTLE "95" INSTRUMENT STERILIZER 








..- ideal for routine service. 16” x6” 
x 4” recessed Instrument Boiler, Cast- 
In-Bronze for long life and “Full 
Automatic” for safety. Boiler interior 
coated with pure block tin to elim 
inate corrosion. Sloped bottom for 
quick draining through non-clogging 
draincock. Comes with metal or glas 
door (95-G). Illuminated interior with 
2 removable plate glass shelves. Con 
venient, trouble-free, oil check footlif. 





Non-rusting aluminum base with toe 


recess. 


CASTLE INSTRUMENT STERILIZER 


- newly improved. 
Cast-In-Bronze leak- 
proof boiler, interior 
coated with pure block 
tin to prevent corro- 
sion, sloping bottom 
for quick draining. 
Pilot light for on or 
off indication. Two 
heaters double wound 
on longer lasting solid 
mica for even boiling 
over full area. Full- 
Automatic control, 
chrome finish, 





fullfiow draincock, synchronized cover lift. 


For full details, see your Castle dealer or write: Wilmot Castle 
Company, 1161 University Ave., Rochester 7, N. Y. 


LIGHTS AND 
STERILIZERS 





| 
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The rewards 
of this dietary 


adjustment are 


Yumediale 


To tne person who habitually skimps on breakfast, 
or skips this meal entirely, a well balanced, adequate morning meal can 
quickly prove beneficial. A breakfast providing one-fourth to one-third 
of the daily nutrient and caloric needs improves morning physical stamina 
and mental acuity. It also enhances the opportunity of the other two meals 
of the day to complete the satisfaction of nutritional requirements. 
It is estimated that literally millions of children and adults will 
benefit from this simple dietary adjustment. 
A good base on which to plan the morning meal is a widely 
acclaimed basic breakfast pattern consisting of fruit or fruit juice, breakfast cereal, 
milk, bread and butter. An important main dish of this breakfast is the 
cereal serving, consisting of cereal, milk, and sugar. 
The tables show the well balanced nutrient contributions of the 
cereal* serving and the basic breakfast pattern. Economy, tastefulness, 
and variety characterize both of them. 





| BASIC BREAKFAST TOTALS supplied AMOUNTS supplied 
| 40 ene by Basic Breokfas ! by cereal serving 
| ® fd CALORIES....... 611 202 
eody-to-eat PROTEIN. ....... 20.7 Gm. 7.1 Gm 
| Hot Cereal, 1 oz.; 
pith, 4 @. ox.; CALCIUM........ 0.465 Gm. 0.156 Gm 
' | aan of 2 . ~~ PHOSPHORUS 488 mg. 206 mg 
— Suger, 1 teaspoon; | RON........... 3 mg 1.6 mg 
Toast “~~ VITAMIN A...... 10741.U 193 1.U 
white), 2 slices; § THIAMINE....... 0.52 mg 0.17 mg 
The presence of this seal indicates 
that ali nutritiona/ statements in | te ); RIBOFLAVIN. . ... 0.87 mg 0.24 mg 
this advertisement have been | ’ 3 NIACIN......... 2.3 mg. 1.4 mg. 
found acceptable by the Council j Whelo MWR, OAc. ASCORNCACD.. 64.8 mg. 
y i. — = of the *Composite average of all breakfast cereals on dry weight basis. 
| 
i CEREAL INSTITUTE, INC. 
| A RESEARCH AND EDUCATIONAL ENDEAVOR DEVOTED 
| TO THE BETTERMENT OF NATIONAL NUTRITION 
l 135 South Le Salle Street + Chicage 3 
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WHAT A 


S-T-R-E-T-C-H! 


Tensor will stretch again and again 





Because TENSOR Elastic 
Bandage is woven with “live 
rubber”’ thread, it not only has 
greater initial stretch than a 
rubberless bandage—but main- 
tains its therapeutic value on 
each application. It stays in 
place,exertseven,uniform pres- 
sure and doesn’t cause vascular 
constriction. No loss of elastic- 





ied 


WITHOUT GETTING “TIRED” 


ity even after repeated wash- 
ings. 

Whatever your aim in pres- 
sure-dressing treatment, 
TENSOR is suited to any 
elastic bandage use. 


Patients appreciate the 
many comfort features. Pre- 
scribe it by name... 








ENSOR 


WOVEN WITH ue Rubber THREAD « 


TENSOR IS AVAILABLE IN 2, 242, 3, 4 and 
6-inch widths —5Y2 yards stretched 


A product of 


Po LCBAUER & BLACK 


Division of The Kendall Company, Chicago 16 


ncdesnain aes 
Phyllicin 


A “theophylline” for oral administration 
in cardiac diseases - quick acting and well 
tolerated. Phyllicin is a potent diuretic 
and myocardial stimulant, useful for the 
relief of cardiac distress and pain, to di- 
minish dyspnoea and to reduce edema. 











DOSE: | or 2 tablets (4 grains each) 
after meals. 





Phyilicin, theophylline-calcium salicylate, Trade Mark Bilhuber. 


k : Bilhuber- Knoll Corp. Orange, N | a 
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MAKES A 4A DIFFERENCE IN 
v 
'} TY 


Dermatologists have observed that lack of sun- 
light aggravates the lesions of psoriasis. This may 
account for patches appearing on the parts which 
are covered with clothing and hair. 
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: Short, dark days and heavy winter clothes 
keep out the beneficial sunlight. Psoriasis is likely 
£: to get worse at this season. Prompt treatment 
with RIASOL may be counted on to help clear these 
unsightly lesions. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 





Apply daily after a mild soap bath and thor- 
ough drying. A thin, invisible, economical film suf- 
fices. No bandages necessary. After one week, 
adjust to patient's progress. 


RIASOL is ethically promoted. Supplied in 4 
and 8 fid. oz. bottles, at pharmacies or direct. 





Mail coupon for your free clinical package. 
+ One trial will convince you of RIASOL'S value as 
} an antisporiatic. 






MAIL COUPON TODAY — 
PROVE RIASOL YOURSELF 










SHIELD LABORATORIES 
12850 Mansfield Avenue, Detroit 27, Michigan 






Please send me professional literature and generous clinical package of RIASOL. 










—_—_ Street 





—MD 












City Zone____ State__ 
















Druggist Add 


RIASOL for PSORIASIS 











The “American” 


Clinic Model Combination Sterilizer 
(MODEL 1624-CA ) 


assembles in one compact and efficient unit, all of the necessary sterilizing com- 
ponents essential to hospital-safe surgery in the clinic or surgeon’s private office. 
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SMALL INSTRUMENT | | ie 
STERILIZER 3 aS ; 


featuring “burn-out-proof” 
safety ... equipped with ex- 
tension foot pedal for ele- 
vating cover and tray. 


ALTERNATE ASSEMBLY AVAILABLE 

To meet available space requirements, electrically oper- 
ated Model 1624-CA is offered with either right-hand or 
left-hand mounting of small instrument sterilizer and still. 
In mounting, the automatic steam lock door of the pressure 
sterilizer is also hinged so that access to the secondary units 
is never obstructed when door is opened. 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS 

















| PRESSURE STEAM 
STERILIZER 


typical hospital type, of ade- 
quate capacity to accommo- 
date utensils, dressings, sur- 
gical packs, large instru- 
ments, surgical solution con- 
z tainers. 








WATER STERILIZING 
GENERATOR 

AND 2-QUART STILL 
capable of supplying lim- 
ited requirements of refined 
water for routine surgical 
uses. Note accessible draw- 
off faucet and convenient 
container support. 





ORDER TODAY 


or write for information 





TABLES AND LIGHTS 
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Books of Permanent Worth 


—Carey P. McCord 
A BLIND HOG’S ACORNS — Vignettes of the Maladies of Workers 


“....dramatizes and enlivens the industrial health field in a series of charm- 
ing stories, reflecting the vast importance of this field, while entrancing the 
reader with the art of the true raconteur. .. .This little biographical book tells 
the industrial preventive medicine story with an effectiveness that ranks with 
‘An American Doctor’s Odyssey,’ ‘Plague on Us,’ and ‘Yellow Jack.’” 


311 PAGES; ILLUSTRATIONS BY STROBEL; $2.75. 


—T. Lyle Hazlett 
INTRODUCTION TO INDUSTRIAL MEDICINE 


The long awaited Textbook of Industrial Meuicine—endorsed by The Amer- 
ican Association of Industrial Physicians and Surgeons—nineteen chapters, 
each by an outstanding expert—invaluable in every phase of industrial med- 
ical practice. 


253 PAGES, WITH ILLUSTRATIONS AND SUBJECT INDEX; $3.00. 


— Biographical Dictionary 
WHO'S WHO IN INDUSTRIAL MEDICINE 


Career Data on the Medical Directors, Company Surgeons, Plant Physicians, 
Consultants, Advisers, Specialists in Industrial Medicine and Surgery and 
Hygiene, Industrial Doctors. Alphabetically listed with Geographical Index. 
This is the authoritative Desk Book so essential for all kinds of reference. 
Answers every question of WHO and WHERE. “....up to date with an 
intimate cyclopedia of American biography in this field.” $10.00. 


ORDER FROM 


INDUSTRIAL MEDICINE 


605 N. Michigan Ave., Chicago 11, Illinois. 









































BUT THIS IS EASY 

















AND THis IS 
MIGHTY WONDERFUL 





une, you believe in saving. 


But it’s mighty hard to make yourself take cash 
out of your pocket, and time out of your day, to do 
it regularly. 

The sure way, the easy way to do your saving is 
to get started on an automatic savings plan with 
U.S. Savings Bonds. Like this... 


1, iM you're on a payroll, sign up in the Payroll 
Savings Plan, then forget it. From then on the 
money saves itself—so much per week, or so 
much per month. 

2. If you're not on a payroll, sign up at your 
bank for the Bond-A-Month Plan. Equally easy. 
You decide how much you want to put into 
bonds every month, your bank does the rest. 


In just ten years after you start buying bonds, your 
money starts coming back to you—well-fattened! 
Every $3 you invest today brings you back $4 to 
make possible all the wonderful things you dream of 
doing. 

And remember—any time you need your money for 
emergencies, you can get it back in minutes, without 
losing interest. 


Automatic saving is sure saving—U.S. Savings Bonds 


Contributed by this magazine in co-operation with the Magazine Publishers of America as a public service. ® 
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CATHARTIg { 
_  EFFERVESCENT—SALINE ; 


Bective INGREDIENTS: SODIUM : 4 
b Nt CHLORIDE . SooluM PHOSPHA cA 
4 BICARBONATE . LITHIUM J 
= TARTARIC ACID . CITRIC ACID 


MUSTOL-myERs co., NEW YORK, # 





A pleasant, effervescent 
saline laxative which acts 
by osmosis to produce soft fluid bulk... 


stimulates peristalsis ... promotes prompt Laxative * 
but gentle evacuation. eee’ 


A perient* 


Cathartic * 


Product of BRISTOL-MYERS ¢ 19 West 50th Street, New York 20, N. Y. * Average dose 











At least Be oe CORAMINE 


“The intravenous use of Coramine in adequate 

doses from 5 to 10 cc. is a valuable adjunct in the 

treatment of the immediate period of shock. The 

clinical evidence of peripheral collapse rapidly 

f regresses for a period of an hour or more. The 
or 


effect can be repeated by a second intravenous 


emergency administration. . . . Peripheral circulatory sup- 


treatment port is obtained during the immediate period 


f 
of shock vival until such time when serum and other 


- 
useful therapeutic procedure can be instituted.”* 
e From 20 to 30 cc. may be given safely 
\ within a period of 30 minutes. 
eo / ; 1. Gunther, Lt.-Com. Lewis: U. S. Naval Med. Bull., 
# 7a {_ 2 
i >\ 


~ 41: 2, 1943. 
CoraMinE: Ampuls of 5 cc. in cartons of 3 and 12. 
} 


when fatalities occur. Its use should permit sur- 


er \ | 
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a PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
(brand of nikethamide)—T. M. Reg. U. S. Pat. Off. 












